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1. During the past twenty years the attention of the public has been directed more than ever befor 
to the subject of ‘‘ The Health of the People.’’ Many factors have led to this increase of attention. The 
systematic medical inspection and treatment of schol children; the National Health Insurance system 
and the varied experience gained from it, including t te striking evidence as to the loss of millions of weeks 
of work in a year owing to ill health among the insured population ; the establishment and the activities 
of the M inistry of Health; the devastating influenza epidemics; the experience gained from the operations of 
the maternity and child welfare schemes of the local authorities; public inquiries into different aspects of 
the question, such as the reports of the Consultative Medical Councils in 1920, the Report of the Royal 
Commission on National Health Insurance in 1926, and, more recently, the inquiries into the subject o 
maternal mortality; the increasing interest in the subject taken by the press—all these have combined to 
make the problem of how best “to promote the health of the people one of the most interesting and 
pressing public questions of the day. 

2 The British Medical Association, as a body representing the great majority of doctors in this 
country and in the British Empire, has not been inactive all this time. It has, indeed, been busily 
engaged in studying in detail various aspects of the question, with the object, first, of eliciting the views 
of the main*body of the profession, and then of focusing these views into practical schemes. Many df 
these sectional schemes have been placed before the Government; some, such as the recent plan for 
dealing with maternal mortality, have been given wile publicity. The Association now feels itself to be 
in a position to piece these plans together, and to submit to the public a coherent and inclusive scheme 
of medical service based on a few simple basic principles. This scheme would, it is believed, provide 
the community with a service available for every class of the population, comprehensive enough to 
cover the whole field of preventive and curative medicine, and sufficiently elastic to permit of further 
developments as these may be found necessary. As the Association said in a pamphlet published m 
1918, stating its views as to the way the new Ministry of Health should work: 


‘* The system of medical provision which the Ministry of Health should seek to establish ® 
one which would give to all who need it: every kind of treatment necessary for the cure or 
alleviation of disease, and would utilize for this purpose every class of medical practitioner.” 


| 

| 

a 

b 

| 

re 


7-68 


Ave 1930] Froposals for a General Medical Service. «167 
3. The Association therefore presents the following scheme to the public and invites the fullest 
criticism. Such a scheme may be compared to a plan submitted by an architect to a householder who 
wants to extend the house in which he lives, and to i.troduce all modern improvements.. The householder 
may on seeing the plan decide that it would cost too much, and that he must put up with his house 
as ib is; or he may make suggestions for the modification of the plan. But the householder knows that if he 
wants to extend his house he is, as regards essentials, in the hands of the architects and builders. The 

blic may be assured that the architects of the scheme here presented are putting forward “something 
which they believe to be complete and adequate for its purpose; which they think is financially within 
the collective means of its prospective users; and which can be added and adapted to the existing structure 
with great advantage. The plan has the advantage which a great many schemes from time to time 
resented to the public conspicuously lack—namely, that it is in accordance with the beliefs and 


~ traditions of the medical profession, and would have its whole-hearted support. It is open to criticism 
' and to suggestions for amendment, but the Association believes that the essentials cannot be seriously 


altered if the public desires to have a scheme which is comprehensive, and which will be satisfactory 
both to the recipients and to the givers of the service. 


II.—SERVICES REQUIRED. 
4. The first consideration is: 


What kind of health service should be at the disposal of every member of the community ? 


The answer is simple. Every kind of service which may be necessary for the prevention and cure 
of disease and for the promotion of full mental and physical efficiency. 


(a) FOR PREVENTION OF DISEASE. 
5. At this point we may well state the first of our fundamental principles, which is: 


1. That a satisfactory system of medical service must be directed to the prevention of disease 
no less than to the relief of individual sufferers. 


Such prevention may be promoted by various agencies, for example: 


(a) The individual, by his efforts to provide a healthy environment in his home, and so to 
live as to promote the health of himself and family; 


(b) The family doctor, by educating the individual and the family in the course of his curative 
and advisory work, in the home and in his consulting room; 


(c) The schools, by the education of the children in matters of health and conduct; 


(d) The public health authorities and voluntary agencies, by educating the individual and the 
family by means of various measures of health propaganda; and 


(e) The regular organized work of the public health and sanitary services. 


6. The above-mentioned principle (para. 5) not only satisfies the demands of educated public opinion, 
but is in accordance with the spirit and trend of modern medicine. Certain writers and speakers who 
deal with this subject of the prevention of disease are prone glibly to suggest that doctors being paid 
while they attend people who remain ill are unlikely to take any real and active interest in the prevention 
of the diseases out of which they make their living. On such uninformed criticism no time need be wasted, 
for the record and the tradition of the profession are the answer. To take but two examples. It was the 
medical profession, mainly through the British Medical Association, that advocated and did much to secure 
the medical inspection of school children, one of the greatest and most successful examples of practical 
preventive medicine yet seen in this or any other country. And again, it is by the work of doctors, some- 
times at the expense of their lives, that various tropical and subtropical countries have been made habitable 
by the great reduction of malaria and other deadly diseases. Doctors have their responsibilities and do not 
wish to shirk them, but it must be recognized that progress in the prevention of disease is much more 
dependent on the education of the people, on action by the Government and by local authorities in the 
matter of housing, food, pure air, etec., and even more on self-control on the part of the individual, than 
upon any action by doctors. The medical profession can provide the necessary instruction, but it depends 
on others whether that instruction is put into practice. 


(b) FOR TREATMENT OF DISEASE. 
(1) Tae Famiiy Doctor. 

7. In so far, however, as the individual doctor can promote the prevention of disease this can best 
be secured by associating every general practitioner with the general health service, and emphasizing on 
every possible occasion the fact that there is no real line of demarcation between the preventive and 
curative branches of professional work. This brings us to the second of our fundamental principles, 
namely, 


Il. That the medical service of the community must be based on the provision for every 
individual! of a general practitioner or family doctor. 


8. A medical association is naturally the last body to underrate the value of the specialist, but the 
public must recognize, as the medical profession does, that the family doctor is the foundation of any 
complete and efficient medical service. During the past half-century the growth of specialism has been 
rapid; specialism—the division of labour—is increasing in every sphere of industry, and the community is 
bound to encourage it and use it whenever it is found to be economical, in the widest sense of that word. 
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- United States of America, where the supply of ‘ 


But the specialist in medicine is the complement of the family doctor and not a substitute for him 
The tendency of the public to short-circuit the family doctor, more marked in some other countries thay 
in this, is foglish, uneconomic, bad for the patient, and bad for the medical profession. It is foolish 
because the average member of the public is incompetent to. choose the specialist he ought to consult— 
assuming that he needs to consult one at all. He is, for example, no more competent to choose a medical 
consultant than a legal one, and as he asks his solicitor for guidance in the selection of a barrister to 
protect his property or rights, so should he consult his family medical adviser on the choice of a media] 
consultant when his health, or perhaps his life, is at issue. Selection without such guidance is uneconomie 
because even if the patient happens to be right in thinking he needs the services of a specialist, and . 
doubly lucky in choosing the right one, he is wasting his money and the time of himself and the specialist 
in going to him unprovided with the valuable information the family doctor could have given—information 
as to physical and mental characteristics, family history, previous personal history, and as to what 
methods of treatment have already been tried. it is uneconomic also to pay the charges of 
specialist for advice and treatment’ which possibly could just as well be given by a family doctor, whose 
charges must naturally be less than those of the specialist. It is bad for the patient, because in depriving 
himself of the advice and guidance of a family doctor he is losing one of the most valuable means of treat, 
ment, that is to say—leaving out of account the medical knowledge of the family doctor and the specialist 
much of which is common to both—he is losing the immense psychological value of the relation between 
the patient and a known and trusted regular adviser. It is bad for the medical profession, in that the 
disposition on the part of the public to fly to specialists on the least provocation encourages medical men 
and women to crowd into-the various specialities without that long training in general or hospital practice 
und teaching which are the means of making the only real specialist or consultant—that is to say, one 
recognized as such by his peers inside the profession; and, finally, the practice here in question is bad 
because it encourages an excessive division of labour which tends to make the cost of medical attendance 
burdensome and almost -prohibitive to all but the rich. 


9. It must be emphasized that the general practitioner or family doctor has gone through exactly the 
same training before qualification as all other members of the medical profession. He has spent, on an 
average, six years in an arduous and expensive training, during which time he earns nothing. After 
qualification he has chosen the department of general practice, while some of his contemporaries choose 
other departments of practice. As a general pract.tioner or family doctor he is something more than 
the private attendant of the individual. If his services are used to the best advantage he is the normal 
medieal attendant and guardian of the health interests of the family. The family doctor is the ‘‘ home 
doctor,’’ the repository of the confidence of those members of the family who employ him, and the 
possessor of just that knowledge which enables him to treat the patient, and not merely the disease. He 
should be the director of the family im health matters, advising on preventive measures and, whenever 


necessary, recommending the use of those specialists aad auxiliaries who may be essential to the particular 


circumstances of the case. 
10. This question has been dealt with at some length because it is indeed fundamental to our plan. 


This scheme, therefore, proposes to supply as a prime need of every individual and of every family a. 


family doctor as the foundation on which all other necessary forms of medical service can be built. “No 
proper supply of efficient family doctors—no efficient medical service for the community. The truth 
of this proposition is being brought home very acutely in some other countries, and particularly in the 
‘ specialists ’’ in many towns far exceeds the real demand, 
while in other places, and particularly in the country districts, family doctors are becoming scarcer, and 
the public are complaining of the growing cost of medical attention, going so far, indeed, in some areas 
as to offer subsidies to induce doctors to remain in the country and to practise as family doctors. 


(2) Tre ConsULTANT AND THE SPECIALIST. | 


11. But the more capable the family doctor is, the more will he realize the necessity of having at his 
disposal all these means of confirming or correcting his own diagnosis, and of providing the various forms 
of treatment which, unaided, he himself and his patient cannot obtain. 


12. The function of the consultant and the specialist is very important. It is not always easy to dis- 


criminate between the two, for the specialist should always be a consultant—that is to say, always act in~ 


conjunction with the family doctor—whereas the consultant need not necessarily be in any narrow sense 
a specialist. The consultant is one whose position in the profession leads to his opinion on difficult questions 
of diagnosis or treatment being regarded as valuable by those members of the profession who know his 
personality and his professional record. He may specialize in some particular group of diseases, or he 
may be a general physician or surgeon. The specialist is usually one who confines his practice to some 
special diseases or to some particular regions or organs of the body. Both classes are necessary to 4 
complete medical service, and both should be available for every member of the community on terms 
and conditions suitable to the patient’s means. 


13. Such consultants and specialists may require to obtain from other practitioners information derived 
from specialized knowledge, as, for example, in pathology or bacteriology; or they may desire the services 
of those skilled in special forms of diagnosis—zx rays, for example. Modern methods of diagnosis often 
require ‘‘ team work,’’ and the best team work is secured when there is available the family doctor with 
his personal knowledge of the patient, backed by examination by a consultant, aided when necessary by the 
resources of various specialists. There should always be the closest co-operation between all the practitioners 
who take any part in the treatment of a patient, whether the treatment or consuitation takes place im 
private or in an institution. 


! 
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(3) Auxmrary Services. 


The third fundamental principle of the scheme is therefore : 


114. That a consultant service and all nec2ssary specialist and auxiliary forms of diagnosis and 
treatment should be available for the individual’ patient, normally through the agency of the 
family doctor. 

14. These services may be divided into— 

A. Diagnostic aids, already described in the previous paragraph. 

B. Aids in treatment. 

These aids in treatment may be either institutional or non-institutional, and are of a varied character. 
Often they may be used either at home or in an institution—for example, a patient needing nursing or 
massage might either need to be in a hospita! to get the full benefit of these services, or he might be 
equally well benefited by receiving them at home. 

Non-Institutional Services: 
Nurses. 
Midwives. 
Masseurs and Masseuses. 
Opticians. 
Bio-physical assistants (persons acting as technical assistants in physio-therapy). 
A pharmaceutical service. 
Ambulance. 
Clearing house. 
Diagnostic aids. 


Institutional Services: : 

General hospital treatment—medical and surgical, and special departments—for example, eye, 
throat, ear, nose, skin, radiological, dental. 

Special hospital treatment—for example, maternity, tuberculosis, mental, infectious diseases, 
orthopaedic, spa treatment. 

Venereal diseases—hospitals and special clinics. 

Convalescent homes. 

The Dental Surgeon. 

15. In a special class come the services of the dsnuta: surgeon, whose work constitutes one of the most 
important departments of preventive and curative medicine. Whether he acts as an independent practi- 
tioner, or in conjunction with the medical profession, he is an essential part of a complete medical service. 
It is essential to the completeness of this scheme that arrangements be made by the community with the 
dental profession for a comprehensive dental service. 


Medical Auziliaries in General. 

16. The method of provision of nurses and masseurs and masseuses is dealt with in paras. 37 and 
45. It is, however, appropriate at this point to lay down the general principles governing the 
employment in methods of treatment of persons who are not medically qualified. The use of such persons 


~ ean be justified on two grounds. In the first place, it is uneconomic to employ a person whose time is 


more valuable when a person whose time is less valuable is available, always assuming that the latter is 
elicient for the purpose in view. Secondly, just as manual workers by training and practice acquire skill 
in their craft, so do nurses, masseurs, and other medical auxiliaries become particularly efficient in ‘the 
application of physical or electrical methods of treatment. 

17. It is therefore justifiable, both in the interests of the patient and in the interests of economy, to 
employ such auxiliaries under proper conditions. These conditions are: first, that all persons so employed 
shall have been properly trained and found capable of giving the required treatment; and secondly, that no 
treatment shall be undertaken by such auxiliaries except on the recommendation of, and under the respon- 
sible care of, a qualified medical practitioner. It is necessary that the medical profession and the public 
shall know that persons to whom important, thoug': auxiliary, methods of treatment are entrusted are 
competent; and it is equally important that it should be clearly understood that no person without a 
complete medical training (however well trained he or she may be in the particular service which he or 
she provides) is competent to assess ‘the bearing of the special line of treatment on the case as a 
whole. Massage, used for the purpose of reducing weight, for example, might have harmful results 
ir other respects; an optician may possess a certain knowledge of optics, but without medical training is 
incapable of estimating the bearing of the optical condition of the eye on the general well-being of the 
patient; ultra-violet ray treatment applied with advantage for one purpose is capable, for example, of 
stimulating into activity an unsuspected latent tuberculosis. Numerous other examples might be cited. 
What the proper treatment of the individual ought to be can only be estimated by one possessing a general 
knowledge of medicine and so able to make a thorough cxamination of the patient—a task beyond the range of 
the masseur, the optician, the bio-physical assistant, or any person who has not a full medical training. 
The essential preliminary to any rational form of treatment is a thorough examination of the patient by 
one properly and completely trained in medical science. Diagnosis is an art sufficiently difficult even to 
those prepared by this training. Half knowledge is often misleading and sometimes dangerous. 


The Pathological Service. 

18. This is an essential and increasingly important part of any complete medical service. Every large 
hospital must have a well-equipped pathological labovatory with a pathological expert in charge, not only 
responsible for the necessary pathological examinations of specimens sent to him, but also available as 
4 consultant in suitable cases. The services of such an expert should be available at all hospitals, and 
also in private when the family doctor feels the need to consult him, 
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The Pharmaceutical Service. 

_ 19. The supply of necessary drugs, dressings, appliances, and medicaments of all kinds is an important 
department of any medical service. Every drug or appliance really necessary for the treatment of the 
patient should be readily available. The work of dispensing may be done by the private or institutional} 
pharmacist, or by, or under the control of, the medica! practitioner; indeed, in country districts this latte 
method is often the only practicable one. Ms 

An Ambulance Service. 

20. The ‘provision of a first-class ambulance service, ready at all times to transport cases of accident 
to hospital and to remove patients to the various classes of institutions mentioned in this scheme, is aq 
essential part of the scheme. 

Clearing House or Central Bureau. 

21. With the provision of a comprehensive medical service it will be necessary to ensure that all 
doctors are enabled to take advantage of any part of the scheme with the least possible delay. At present, 
doctors often have difficulty in knowing whether, and in what institutions, beds are available for patients 
needing them, or where and when other forms of diagnostic help or special treatment can be got. Ty 
few areas is it possible to obtain the necessary information without much correspondence or use of the 
telephone. In future this information should be available at one place and at any time. In each area, 
therefore, there should be a clearing house of information as to medical provision available. This must be 
organized by the Chief Administrative’ Medical Officer of the area. 


111.—EXTENS'ON CF EXISTING SERVICES. 
(1) CLASSES TO BE CONSIDERED. 

22. It shopld be clearly understood that though te aim of this scheme is to show how every member 
of the community can have access to a complete medizal service, it is by no means intended that the service 
shall be wholly a State or subsidized service. To a considerable extent it must be subsidized if every 
section of the community is to have access to it. B it it is hoped to demonstrate that such a service ought 
to be, and can be, largely self-supporting. The Associ ition believes that the average citizen of this country 
desires to pay directly, so far as possible, for a thing so peculiarly individual as medical attendance, just as he 
prefers to pay directly for such personal things as clothes and food. Many (a) will not only prefer to pay 
directly for all the medical service, institutional and non-institutional, they require, but are quite able to do 
so. Ina second group (b) are those who are able to pay for domiciliary service themselves, and will be able 
to get institutional service either by direct payment or by a voluntary insurance scheme. In a third group 


(c) there are those who will be able to get the non-institutional part of the service by a system of national , 


insurance and to pay for or contribute towards the institutional part through a voluntary insurance arrange- 
ment. There will remain a minority (d) for whom the whole service must be provided without any charge to 
themselves. 

23. As regards those coming under. the first class (a), there can be no question of the intervention of 


the State or any public authority. They will make their individual arrangements for home treatment with. 
the doctor of their choice—the ideal method wherever it is possible. When they require a consultation or’ 
the services of a specialist they will pay for them; if they. need to go into an institution they will pay for 


their maintenance and treatment. 


24. Non-institutional services will first be dealt with, the institutional services coming, for various 


reasons, into a special category. 


(2) PRINCIPLES TO BE OBSERVED WITH REGARD TO EXTENSIONS OF SERVICE. 
25. As regards groups (b), (¢), and (d) (para. 22), for whom insurance provision will be necessary, the 
Association regards it as of the first importance: 


IV. That the interposition of any third party between the docter and the patient, so far as: 


actual medical attendance is concerned, shall be as a limited 2s possible. 


In the first place, the relations between doctor and patient are so intimate that both doctor and patient 
rightly resent any outside interference. Such interfrence is bad for the doctor and worse for the patient. 
lt is bad for the doctor because his whole training and the traditions of his profession tend to foster the 
idea of personal responsibility, and this can be undermined only at the risk of rendering the doctor less 
efficient. It is worse for the patient, because, ex hypothesi, he or she is a sick person whose cure depends 


very largely on complete confidence in the doctor, and this confidence. is built up to a great extent on— 


psychological factors which are disturbed by the intrusion of outside. agencies. The Association pleads 
on behalf of the poorer sections of the community that they should have the same consideration in this 
matter as is demanded as a matter of course by the more wealthy sections of the community. There is no 
more reason why any third party should come between the patient and his medical adviser than between 
the individual and his spiritual adviser. 

26.- Secondly, the patient should be able to feel that the doctor is his doctor, acting just as whole- 
heartedly and as independently on his behalf as his lavyer wou!d do if protecting his rights in an action at 
law. The individual litigant would feel no such confidence as he now feels if his advocate were acting 
wholly or partly in the interests of some third party. 

27. Thirdly, experience gained in other countries shows the danger of such outside interference taking 
a political form. In connexion with health insurance in some European countries it is not unknown fot 
the selection of doctors for this work to be governed by politival reasons, and for the system to be made 
the play of party politics. In this country such a tendency is not known, and would be fought with all 


the energy of which the medical profession is capable, as abhorrent to every professional ideal and contrary 
to the interests of the community. 
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28. Moreover, a comparison of the National Health Insurance system of this country with those of other 
countries shows that the quality of the service given here is in many ways superior to that of many other 
countries, and certainly there is a more contented service, mainly because the management and control of 
the purely professional side of the work and the disciplining of the doctors connected with it have been 
increasingly entrusted to the profession itself. 

99, In any extension of insurance so far as medicai service is concerned it is considered fundamental: 


V. That as regards the control of the purely professional side of the service, th 
of the quality of the service, and the discipline of the doctors taking part in fas pn pt A 
bility as possible should be placed on the organized medical profession. 


It follows from this 


VI. That in any arrangements made for communal or subsidized or insurance medical service 
the organized medical profession should be freely consulted from the outset on all professional 
matters by those responsible for the financial and administrative contro! of that service. 


30. The experience gained from the National Health Insurance system has shown that the interests 
of the-public are best served in any organized medical service by putting as much responsibility as possible 
on the doctors giving the service—responsibility, that is, for the quality of the service and for its smooth 
working. There are no severer critics of delinquent doctors than a body of their own colleagues invested 
with the control of purely professional affairs. And t'ere is no surer and easier way of securing an efficient 
service than to enlist the active interest of those whose reputation as a profession is involved in the way in 
which they exercise collective responsibility entrusted to them. ' ; 


(3) CONTRIBUTORY OR NON-CONTRIBUTORY SYSTEM? 


31. Considerable attention has been paid to the fundamental principles underlying any system of 
insurance for medical attendance, because it is evident that apart from that section of the population which 
is able to secure a doctor by private arrangement, and the 15,000,000 insured persons (about one-third of the 
whole population) who now have their family doctor supplied through the National Health Insurance system, 
there remains a considerable section whose only chance of securing the basic requirements of a medical 
‘service must be either by a complete non-contributory State provision or by a system of insurance. Leaving 
aside for the moment financial considerations, three main reasons for basing a national medical service ou 
a contributory insurance system are: ! 


(a) that such a system more than any other tends to preserve self-reliance and independence 
and to promote thrift ; ' 

(b) that as it is under such a system that a large part of medical service is now actually 
supplied to a large proportion of the population, therefore it is better to extend the scope and extent 
of this existing system than to base a national service on an entirely new system of finance and 

- administration ; 

(c) that such a system will tend to maintain and to develop some of the most valuable features 
of private practice—for example, as full a choics of doctor by patient as is possible, and the element 
of reasonable competition between practitioners. 


Further, a probable outcome of any system of non-cortributory medical service would be the establishment 
of a new class distinction, an effect to be avoided at all costs. At the present time in.most areas the 
family doctors of the industrial classes are also the family doctors of the other classes. Under a non- 
contributory system there would be a very strong t2ndency for the doctor employed under that system 
to become more and more regarded as the “‘ official doctor.’” The result would be a sharp distinction 
between those doctors who were inside the system and those who remained in strictly private practice, 
with the inevitable tendency on the part of the well-to-do classes and the more independent-minded members 
of the working classes-to employ these doctors and avoid the official doctor, with a corresponding discontent 
on the part of the remainder. This would be in every way deplorable. 

32. The desire of even poor people to provide for themselves is a deeply. rooted and laudable instinct 
which should always be encouraged.; The need for an aided insurance ‘system specially applies to the 
dependants of the present insured class. They could, with some help from the State, make provision not 
only for a family doctor, but for those other non-institutional services which are the necessary supplement 
to the family doctor. The scheme therefore demands: 


VII. That medical benefits of the present National Health Insurance Acts should be extended 
so as to include the dependants of all persons insured thereunder. ; 


“(4) Proviston ror THE INDIGENT. 

33. As regards Group (d) (para. 22)—namely, those persons who are so poor that they must be 
provided for entirely by the community—it is submitted that they could quite well be included in the 
extended insurance service, only in their case the whole of the contributions would have to be made, not 
by them individually, but by a county or county borough council contracting through its Public Assistance 
Committee. 

The method suggested is as follows. The cost of the domiciliary medical attendance of what has been 
known as the pauper class is known, or could easily be ascertained in every area, for, say, the last five years. 
This divided by the number of persons attended would give an average cost per person for domiciliary 
attendance. This amount per head could be paid by the Public Assistance Committee into the local © 
National Health Insurance pool for each person referred by that committee for domiciliary attendance. In | 
this way the persons for whom the Public Assistance Committee is responsible would get their home 
attendance in exactly the same way and from the same doctors as other insured members of the community, 
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= 
thus securing that the poor person would in future get his medical attendance not as a member of aq class 
--the pauper class—but simply as a patient. The financial arrangements would be periodically revised in the 


light of experience. 


(5) Non-InstituTionaL Extensions REQUIRED. 

34. It is not assumed that the existing National Health Insurance system, providing as it does the 
family doctor and little more, is perfect, even as a means of providing this elementary and essential factor. 
The experience gained during the past sixteen years has resulted in many improvements in this Service, 
and change and improvement are still going on. Hovever, the system is working; the Royal Commission 
on National Health Insurance of 1926. has declared that the system “‘-has established its position ag 
permanent feature of the social system of this country, and should be continued on its present compulso 
and contributory basis ’’ and a very elaborate machinery has been evolved which it would be wasteful to 
scrap unless we could see our way to substitute something obviously better. Therefore to build up future 
developments on this system seems to be not only th easiest, but the most economical policy. 


35. Admittedly, however, the present system is incomplete. It does not provide all those nop. 
institutional services referred to in para. 14, which ar2 essential to a complete service. Fortunately, these 
could be grafted on to it with little difficulty if the money were forthcoming. The way in which it 
could be done has already been shown in outline by tae Royal Commission on National Health Insurance 
and in more detail by the British Medical Association, which, from the inception of the national scheme, hag 
persistently pointed out its deficiencies and suggested ways in which these could be remedied. 


36. In considering what are the additional non-institutional services to be provided it is essential to 
begin at the home, for it must be remembered that the great majority of sick persons are treated there, and 
it is likely that this will continue to be the case. Even though many houses are not adapted for sickness 
there are reasons which often make removal of a patent from home undesirable. It causes disturbance in 
the mind of the patient, and, particularly when the patient is the mother of a family, it is a serious domestie 
upheaval. Many cases now sent to institutions coild be treated quite well at home if the doctor had 
adequate assistance at his disposal. Therefore the next requirement is 


(a) An Efficient Home Nursing Service; Home Helps. 

374A home nursing service is at present available in many areas, visiting nurses being provided mainly by 
voluntary associations. Their work is usually excellent, and it should not be difficult to extend the same 
service to other areas, to supplement it where it exists, and to provide, for every case requiring it, con- 
tinuous nursing attendance instead of the usual one or two visits a day, which are all that is usually possible 
under present arrangements. The question is simply one of money. The aim should be to provide for 
every patient needing it, on the request of the doctor, a trained nurse, and, for the nurse, such equipment 
as is necessary to enable her to do her work in the home efiiciently. Very useful for the patient in poorer 
circumstances would be a “‘ home help ’’—that is, a woman trained in domestic work who would relieve 
the mother of the worries of domestic management when the mother is the patient. 


(b) Consultant and Specialist Assistance at Home. 

38. Next comes the patient still capable of being dealt with at home, but for whom a 
second opinion is needed, or possibly some comparatively small specialist assistance. It must be noted 
that the assistance required is often such that it could be given by a neighbouring general practitioner 
whose help in certain contingencies is invaluable, and may avoid the necessity of sending the patient to 
hospital—for example, in dealing with a bad fracture or dislocation, ‘or in giving an anaesthetic for 
certain forms of physical examination or treatment. 


39. It is desirable to emphasize here that such consultant and specialist service is not only necessary 
in the interests of the patient, but can easily be defended on the ground of economy. Many could be 
restored to health much more quickly than at present if the doctor in charge were able to secure help of 
this kind promptly, as a right, and without the risk of embarrassing seriously the financial resources of the 
patient. At present many patients have to do without this assistance, and many others are of necessity sent 
to hospital who could be dealt with more economically at home were the proper means available. In con- 
‘idering the cost of such assistance at home it should always be remembered that maintenance and 
‘reatment in hospital is much more costly. 


MeEtnop oF EMPLOYMENT AND QUALIFICATIONS OF CONSULTANTS AND SPECIALISTS. 


40. The Association believes that it. will always be difficult, except in certain specialized fields of 
practice—for example, venereal disease and tuberculosis—to secure the services, on a whole-time basis, 
of the type of practitioner who is most valuable as a consultant or specialist. The status of a consultant 
or specialist is usually obtained by long hospital experience with constant opportunities for clinical 
observation and research; it is from this source that the consultant is able to develop the knowledge and 
judgement that are likely to be helpful in obscure and difficult cases. From a position of freedom and 
independence such a practitioner is little likely to be drawn to a service having rigid rules and adininistra- 
tive duties. Yet again, here as elsewhere, the virtues of competition are not to be forgotten. It is better — 
for all concerned to give to the patient a choice of consultant rather than to impose on him a selected 
iificial. 


41. Therefore it is proposed that the terms of service of consultants and specialists should be sueh 
ys to give as wide a choice as possible. - The service should be open to all those practitioners who satisfy one 
or more of the following criteria as to status and who are willing to accept the terms offered. These criteria 


il 
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te were formulated in 1918 after long deliberations between representatives of the Ministry of Health and 

he representatives of all sections of the medical profession; they have, in fact, already been used in several 
spheres of medical work, and they are: 


(c) That the practitioner has held hospital or other appointments affording special opportunities 


he for acquiring special skill and experience of the kind required for the performance of the service 
Wr. rendered, and has had actual recent practice in performing the service rendered or services of a similar 
character, or 
: (b) that he has had special academic or post-graduate study of a subject which comprises the 
a service rendered, and has had actual recent practice as aforesaid, or 
ry (c) that he is generally recognized by other practitioners in the area as having special proficiency a 
to and experience in a subject which comprises the service rendered. 
re 42. It will be noted that these criteria admit the possibility of general practitioners qualifying for the 
consultant service. In many areas distant from the large centres it is usual for doctors who are general 
n- practitioners to be called in for a second opinion or for specialist and operative assistance, and to act -as 
se physicians and surgeons at the local hospitals. It is not only necessary to utilize general practitioners in 
it some areas; it is desirable to encourage them to qualify for the service. In doing so they not only make 
e themselves more useful to their own patients and to their medical neighbours, but they are provided with 
ag a worthy sphere of ambition. A medical man in general practice can legitimately feel proud when his 
neighbours and competitors think so well of his professional knowledge and judgment as to desire to have 
ig his opinion and help in difficult cases. 


rd 43. The decision whether a practitioner desiring to give service in a consulting or specialist capacity 

does in fact satisfy one or more of the above-mentioned criteria should be in the hands of a regional ‘profes- 

sional committee. Such a body alone has the knowledge necessary to decide in doubtful cases. Any 

practitioner excluded by the decisions of such a committee should have the right of appeal to a small 

ad ad hoc central professional committee. From a list of consultants and specialists so compiled a practitioner, 
in agreement with his patient, could choose the one most suitable for the particular case. 


(c) Local Medical Centres. 
44. In pursuance of the principle that all forms of medical attendance should be given under conditions 


by as nearly: as possible resembling those of private practice, consultations should take place whenever 
ne possible at the consultant’s rooms, or at the house or surgery of the family doctor, or at the patient's 
n- home. But in some areas special centres (Local Medical Centres) would be very useful; these should be 
le provided with waiting rooms, with nurses in attendance, and with the appliances necessary for further 
or investigation, as well as for certain forms of diagnosis and treatment, in particular laboratory assistance. 
nt There would be no need for costly buildings; in many areas the local hospital, or some part of it, might 
er well be used for the purpose. The value of such centres both to the patients and to the local profession, 
ve if properly used, would be very great. Many forms of treatment could be carried out at the centre by the 


family doctor more satisfactorily than at_the patient’s home or at the doctor’s surgery; here, too, the doctor 
would be given the opportunity for co-operation with professional colleagues, both local and visiting, and 
the help of nursing and other auxiliary services. 


a OTHER AUXILIARY SERVICES. 
(a) MassaGE AND ELrectricaL TREATMENT. 
er 45. There are forms of auxiliary service which need special mention here, as, combined with an efficient 
to nursing service, they would be of immense value to the family doctor and to his patient, and would, if 
or freely available, often tend to shorten the duration of treatment. We refer to the masseur or masseuse, 
and to the bio-physical assistant (a person trained in the administration of light and electrical treatment). 


ry There are many cases, both of accident and disease, in which physical and electrical methods of treatment, 
be including remedial medical exercises given by trained persons, should play a great part. At the present 
of time these are generally available only at the hospitals, and not at all of these. The intention of this scheme 
he is that the masseur or masseuse’ should be available either at the home of the patient or at the local medical 
nt centre dealt with in para. 44, or at the local hospital. 

X-Ray Examination AND TREATMENT. 


46. No scheme of medical service can pretend to be efficient unless it provides opportunities for examina- | 
tion of the patient by z rays. A suitable equipment ought therefore to be installed within reach of the 
inhabitants in every suitable area, while for the use of patients who cannot be moved there will be need 


for the portable form of apparatus, for trained operators to work it, and for radiologists competent, in 
of conjunction with a clinician, to interpret the skiagrams. 
S, X-ray and other forms of ray and light treatment are becoming of increasing importance, and must be | 
at provided. ‘he radiologist would as a rule be attached to a hospital, but his services must be available 
r for private c¢asultation in all cases needing such treatment. 
d 1V.—INSTITUTIONAL TREATMENT. 
(A) GENERAL. 
S 47. It is appropriate, before dealing with the various kinds of institutional treatment required, to state 
d how such treatment is now provided, and what changes will be necessary to incorporate it as a component 

of this scheme. At present institutional treatment is provided in two ways. First, by voluntary agencies 
h —hospitals (cottage, general, and special), convalescent homes, ete. Secondly, by the local authorities (county 
e and county borough councils and the councils of some county districts)—hospitals, maternity homes, sana- 


a toriums, venereal disease clinics, ete. With the exception of some of the Poor Law hospitals (now to 
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Lentrisit 
become council hospitals) in some of the larger centres, hespitals provided by public authorities hayg 
not competed to any extent with the voluntary hospitals. But the Local Government Act of 1929 coy, 


pletely alters the situation. The Poor Law Hospitals have been taken over by the county gd county 
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borough councils, and it is certain that many of the present hospitals will be developed into complete — 


council general hospitals, and new hospitals will in many areas be built in order that the councils may 
exercise the power given them by the Act to provide institutional treatment for all who may need it. But 
the Act imposes on the councils the duty of considering the whole local question of hospital provision jy 
conference with a committee representative of the goveraing bodies and staffs of the vcluntary hospitals serving 
the area. The object of this is to prevent wasteful comp-tition, while securing that complete hospital provicioy 
shail: be available for every area. No doubt in many areas where the voluntary hospital provision is ample foy 
local needs, or may easily be made so, the councils will contract with the voluntary hospitals to provide 


additional.premises and to give institutional treatment to persons for whose treatment the councils will be: 


responsible. It is impossible to forecast the amount of new hospital accommodation which will be provided in 
any given area, or the extent to which it will be under the control of voluntary hospital authorities, or of the 
county or county borough councils, or of a working combination of both kinds of authority. What seems certain 
is that within the next few years there will be a considerable extension of institutional provision, and that all 
classes of the public may take increasing advantage of it. Now whether the accommodation is provided in one 
class of hospital or the other, it will not be free provision—that is to say, all who can will be expected to pay for 
it according to their means. The financial conditions of the voluntary hospitals have led during the past few 
years to a charge, direct or indirect, being made on more and more occupants of their beds. To a steadily 
increasing extent these charges are being met through the means of contributory schemes—that is, local 
voluntary insurance schemes whereby those who cannot afford to face the risk of having to pay a compara- 
tively large lump sum in the event of a medical or surgieal emergency needing hospital treatment, are 
enabled to insure against the risk by small periodic payments. It seems likely in the near future that an 
increasing number of members of the industrial or lower middle classes will seek to make provision by such 
means, whether they make use of the voluntary or the council hospital, for under Section 16 of the Local 
Government Act, 1929, the councils are bound (in Scotland have the power) to recover from any person who 
has been treated by them in any institution (except infectious disease hospitals) the whele of the cxpenses 
incurred, or, if satisfied that the person from whom the expenses are recoverable cannot pay the whole of 
such expenses, to recover such part, if any, of the expenses as, in the opinion of the council, they are able 
to pay. A proviso to the section permits the council or authority, in lieu of itself recovering such expenses, 
to accept payment of such sums as may be agreed from the governing body of any association or fund estab- 
lished for the purpose of providing benefits to its members or other beneficiaries, _ 

48. Those who need institutional treatment may be divided into four classes: (1) those who cannot 
afford to make any payment; (2) those who will pay by insuring themselves against the risk; (3) those 
who will use the institutions when they need them and pay the charges out of their own pockets at the 
time; (4) those who will prefer to usc private hospitals and nursing homes. 

49. It is necessary to deal with the second class at some length. The Association would have preferred 
that the insurance against institutional risks should be through an extension of the National Health Insur- 
ance system for all insured persons and their dependants, but it has found the difliculties to be insuperable, 
as was the opinion of the Royal Commission on National Health Insurance of 1926, which reluctantly turned 
down proposals to this end, for the following reasons: first, the great cost; secondly, the impossibility of 
guaranteeing (as would be necessary if the benefit were made statutory and cofitributions compulsory) that 
accommodation would be forthcoming for all who required it; lastly, and most important, it would be 
inequitable to exact contributions from a large number of citizens if the benefits of the institutions were 
available (as they must necessarily be on medical and humanitarian grounds) for those who had not con- 
tributed. These objections still hold. The Association is strongly of the belief that insured persons and 


their dependants, as well as large numbers of uninsured persons of moderate means, can only get institu. 


tional treatment, and pay for it, as most of them woull desire to do, by some system of insurance, and as 
a national system is not available advantage might be taken of a satisfactory hospital contributory scheme* 
such as exists now in very many areas. Most of these would reguire radical alteration, because at present 
few make provision for payment for the medical treatment received. For a small weekly payment the 
subscriber and his family may be insured against any claims which may come against them for the cost of 
institutional maintenance and treatment. There is no reason why there should not be such a scheme in the 
area supplied by every hospital, council or voluntary. There need be no difiiculty as regards persons who 
move from one area to another if there is a suitable scheme in each—that is, a scheme which provides 
payment for both maintenance and treatment. 


(B) THE *‘ HOME HOSPITAL.”’ 


50. Turning now to the patient who needs to be sent to an institution of some kind. In some instances 
this is necessary because some special or exceptional treatment is required. At present, however, we refer to 
the patient who needs to be removed from home, not because he could not be treated there by his own doctor 
if the home conditions were favourable, but simply because the home conditions are unfavourable. Such 
patients are by no means necessarily poor. In these days of exiguous housing accommodation and difficulties 
with domestic service it is not unusual to find patients ia comparatively easy circumstances who, for efficient 
treatment ought to be removed from théir homes. There are available in many areas excellent nursing homes 
in which the necessary accommodation can be got at prices to suit people of fairly good income. These will 


continue to be used by people who prefer and can afford to pay for privacy and other amenities. But there are 


many areas in which nursing homes do not exist, or are not in all respects satisfactory, or are too expensive to 
be used by people of moderate means. There is therefore urgent need for the provision of institutional 


* In Appendix B will be found the Association’s Model Contributory Scheme for Hospital Benefit. 
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mmodation, efficient and not too expensive, for the kind of cases specified above, which provision it is pro- 
to call the ‘‘ Home Hospital,’’ or the “* Home Hospital Ward.’’ This might be provided in special blocks 
or annexes, or in separate rooms, of existing hospitals, either voluntary or council, so as to suit different 
needs and different purses. Those able to pay the full charge for one or other of the kinds of accommodation 
‘provided should be expected to do so; the great majority, not well enough off to bear a sudden and perhaps 
a heavy charge, could pay through a voluntary insurance scheme. For those who cannot personally pay 
premiums for insurance the public authorities must accept responsibility, making whatever claim for 
repayment is possible. The cost of the medical treatment, as apart from the maintenance, would be borne 
directly by the private patient by private arrangement between patient and doctor; those who were members of 
a voluntary insurance scheme would be paid for by the scheme on an arranged tariff; those for whom the local 
authority was responsible would be paid for by the authority, also on an agreed tariff. In addition, it must 
be remembered that those patients who are insured persons under National Health Insurance would be 
entitled to attendance from their insurance doctor if the hospital were open to all the local doctors, and pro- 
vided (a) that the treatment required came within his contract with the Insurance Committee, and (b) that 
the hospital was situated within the area prescribed ia that contract. 


51. The absence of the necessary accommodatio 1 is one of the main obstacles to the achievement of 
this object. In areas which have cottage hospitals with unrestricted staffs the local doctors already have 
this accommodation for their patients, though its extent is at present unduly limited. But in many areas 
no such provision exists. There are several opportunities immediately available for bringing Home Hospital 
facilities within the reach of practically all the doctors in the country and such of their patients as require. 
this method of treatment. One is to adopt generally in the small local hospitals the unrestricted staffing 
now adopted in many of the smaller general and cottage hospitals, thus giving every practitioner in the 
district opportunity to put under hospital conditions such of his cases as he could treat better if they were 
in a hospital. It is, of course, realized that some of the existing hospitals are so small that if there were 
any large increase of patients the accommodation woul: be inadequate, but the remedy for this is either to 
enlarge the premises by voluntary effort, or to take advantage of the new opportunities afforded by the 
Local Government Act, 1929. This Act places at the disposal of county and county borough councils a 
large number of buildings formerly controlled by th2 guardians, some of which could be utilized as Home 
Hospitals: New buildings will be necessary in many areas, but it is most important that, however provided, 
hospitals should, as far as possible, be placed within rcasonably easy reach of every doctor. It is. probable 
that in some counties large central hospitals may be built for general purposes. This would have the effect 
of releasing accommodation in some of the smaller general and cottage hospitals, from which the more 
serious cases would be deviated. Again, provision may be made in the existing hospitals of beds in separate 
wards or annexes added to these hospitals, or separate pay bed hospitals associated with the general hospital 
of the district. Sometimes the beds for this service might be in connexion with the Local Medical Centre 
mentioned in para. 44, when that centre is at the local hospital. 


§2. This claim for institutional accommodation is put forward on grounds of economy as well as on 
grounds of humanity. As to economy, it is not difficult to show that a comparatively modest provision 
in the way of premises, staff, and equipment would enable many patients to be treated promptly, speedily, 
and efficiently if the family doctor were allowed to put his patient into such an institution and to follow him 
there. In the smaller hospitals it would not be essential to provide any resident staff beyond a matron and 
curses, as in the cottage hospitals of to-day. The equipment is not required to be so elaborate as in the 
larger county and teaching hospitals, to which the more difficult cases would be transferred; and it is to be 
noted that under this scheme it is anticipated that a large proportion of the patients would directly and 
indirectly contribute towards their own maintenance aid treatment. The consultant :and specialist service, 
which has been dealt with in paras. 11 and 12 as being required for the service of the patient at home, 
should, of course, be equally available in connexion with the Home Hospital. 


(C) THE RELATION OF THE FAMILY DOCTOR TO THE INSTITUTION. 


53. At this point it is desirable to bring out the conception which the Association has of the relation 
of the hospital to the basic services provided by the family doctor. The advantage to many patients of 
being treated in hospital is realized by most people nowadays. The patient is placed in surroundings which 
ae hygienic and favourable to recovery; there is an efficient nursing service, which is conducive both to the 
comfort of the patient and to the making of observations which’are useful to the doctor; there is equipment 
and apparatus for special methods of examination and treatment if necessary; and the doctor is enabled to do 
his work under the most advantageous circumstances in these respects. But the value of the hospital for 
enhancing the general efficiency of medical practice is little appreciated by the public. Everybody realizes the 
importance of the hospital as the place in which the medical student and the nurse get their training but up to 
the present the advantage of keeping thé doctor, after he has qualified, in close touch with the hospital has 
hot been realized. The hospitals, except those cottage hospitals open to all the local doctors, have restricted 
staffs, and the majority of doctors in general practice rarely get a chance of partaking in the educational 
experience of hospital work. This is a great loss to the profession and to the community. As it is 
certain that under the provisions of the Local Government Act of 1929 there will be a very considerable 
addition to the hospital facilities provided for the community, this seems to be the right moment for a 
forward step which will enable this new hospital provision to be used to the fullest advantage of the 
community, and also for the improvement and the encouragement of all kinds of medical practice. If 
a large portion of the work of the family doctor be removed from his hands to hospitals in which he cannot 
treat his patients, damage is done to the class of medical practitioners who are essential to a complete and 
eflicient medical service, and who must in any circumstances continue to be the first line of health defence 
for the public. It should be realized that no amount of clinics staffed by whole- or part-time officers, and 
ho provision of institutional treatment, can be an effective substitute for the home doctor, because patients 
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in such institutions lose all the advantages resulting f-om their treatment by a doctor who knows both 
patient and his home conditions. Indeed, these official facilities with restricted personnel may prove toh 
means of diminishing the interest which the general practitioner takes in certain departments of practieg, 1 : 
efficiency of the medical service of the community depends largely and primarily on the general” prygy 
tioner. His existence ,in adequate numbers and in a state of efficiency is a matter of vital interest to thy 
public, for by this means alone can ready and effective medical service be at hand for emergencies, accidents 
and general illnesses. Should the rewards of general practice—whether in remuneration, or interest,» 
opportunity—decline, the number of those undertaking this form of professional service would also declitie 
to the corresponding disadvantage of the public. 


54. The Association cannot, therefore, emphasize too strongly the benefit which extended provision 
of hospital experience may mean to the medical profession as well as to the public, nor the detriment jy 
the public if the opportunity be allowed to slip. It is essential to increasing efficiency in the medical geryjeg 
of the community that as many doctors as possible should be able to take part in hospital work, ang 
should be encouraged to do so. This would widen their experience and knowledge, and bring them jnjy 
closer contact with their colleagues. They would learn from each other; they would be stimulated by the 
sense of fellowship in a common purpose; and the benefits thus obtained would be passed on to their 
patients. 

55. Therefore the policy of the Association with regard to institutional treatment is: 


VIII. That every effort should be made to provide medical and nursing service facilities in 
institutions (Home Hospitals) where the family doctor may treat those of his own patients 
who need such provision and who can thus remain under his care. 


/Yhis does not mean that every doctor should become an operating surgeon or a specialist—far from jt 
‘The intention is to make the family doctor a keener and more experienced family doctor. The hospital 
must not be looked upon simply as a place for operations or for abstruse medical cases, but as the centr 
of light and leading for the whole local medical profes:ion, as well as a haven for the sick. 


(D) GENERAL AND SPECIAL HOSPITALS. 

56. There remain those patients who, on the advice of the family doctor, and probably as a result of 
consultation, require admission to hospital for specialized methods of investigation or treatment. They should 
be sent into general or special hospitals as the circumstances may seem to require, and be placed, whenever 
possible, under the care of a member of the staff chosen by the patient on the advice of his doctor, thus 
imaintaining that relation of the consultant to the family doctor which has been described in previous 
paragraphs (8 to 10) of this scheme, and which is an essential part of it. These hospitals should be 
fully equipped with every approved means of diagnosis and treatment, and should be provided with a 
adequate resident medical and surgical staff, and with consulting visiting physicians, surgeons, and specialists, 


(E) POSITION OF THE STAFFS OF HOSPITALS. 

57. The scheme presupposes a considerable change in the relation of the visiting staffs of the present 
voluntary hospitals to those institutions. The voluntary hospital system has been built up on a partnership 
between the medical profession and those who support the hospitals financially and by gratuitous service. Until 
recent years lowly social and financial status has been a prominent factor in the adrhission of persons to 
hospitals. The hospitals were intended for the ‘* sick poor.’’ But in recent years it has become more ani 
more recognized that the sole criterion of admission must be, not the financial conditions, but the 
medical needs of the patient. When the hospital service was confined mainly to the sick who were als 
poor, the medical staff was ready to give its service as a charitable contribution, but the hospitals, both 
voluntary and council, are now being used to an increasing extent by persons who will not and should 
not ask for charity. In future we may anticipate that the hospitals will be used by all classes: those who 
are able to pay directly the cost of maintenance and the medical charges; those who are members of some 
insurance scheme which will pay on their behalf; and those for whom the community must provide. Te 
none of these sections of the public can the medical staff be expected to give their services as a charity, 
whether in a voluntary or council hospital. The staffs must be paid in both. 


58. The method and amount of payment of the medical men doing work in hospitals are matters which 
will require the close attention of all concerned, and must be dealt with, at any rate during the transition 
period, on an experimental basis, and in a spirit of reasonable give and take. While the medical profession 
must insist that the new conditions rule out the provision of medical service in the hospitals as a charity, 
there is no intention of asking that these services should be paid for at rates which, however justifiable 
ordinary commercial grounds, would make hospital service so expensive as to render impossible that extendel 
hospital provision which is essential to the success of this scheme. But it must be clearly understood that 
in circumstances which will encourage a large number of people to go into hospital who have previously 
made private arrangements outside, it would be impossible for the hospital service to be rendered on anything 
else than a paying basis—payment by or for the patient, and payment to the doctors giving the service. 

59. In this connexion it should be noted that so much specialist work done gratuitously in the hospitals 
has made specialist service outside relatively expensive. A practitioner who gives many hours a week i 
gratuitous service must compensate himself by comparatively high charges for the work he does in private. 
When all the work done in hospital is paid for, the scale of fees for outside work (which may be expected 
to diminish under this scheme) will naturally tend to adjust itself to the new circumstances. 


(i) CO-OPERATION BETWEEN ALL HOSPITALS. 
60. There should be a close connexion between the large general hospitals, on the one hand, and the 


cottage hospitals and the Home Hospitals, which are to be used tor purposes of what may be called extendel 
domiciliary treatment, on the other hand. The members of the staffs of the larger general hospitals as wel 
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as those who, although not attached to such hospitals, fulfil one or more of the criteria set out in para. 41, 
would no doubt be ready to act as the consultants and specialists in the smaller institutions. They would meet 
the local doctor in charge of the patient when desired; they would accept the charge of any patient who 
Yor any reason is transferred to their care; while by lectures and demonstrations they would conduct post- 
‘eraduate study and teaching in the various associated hospitals. They should, in fact, become to the local 

ractitioners a source of leadership and inspiration. Tarough the Home Hospital the family doctor would be 
yelated to the staff of the larger hospitals, and he and his patient would have the advantage of this collabora- 
‘tion both before and after specialist treatment has becn undertaken. This would be an immense gain both 
to doctor and patient, for at present the great majority of general practitioners are cut off from active 
interest in their patients so soon as these enter hospital. 


(G) CONVALESCENT HOMES. 

61. With hospitals would be associated convalescent homes, which should be considerably increased 
inmunber. There are many patients who could with safety and advantage be removed from hospital much 
sooner than is generally done now if a suitable convalescent home were available, and it must be remembered 
that, in addition to the chances of speedier recovery of the patient under more pleasant conditions, the 
convalescent home has the great advantage over the hospital of economy. A bed in a convalescent home 
costs slightly more than three-fifths of the cost of the average hospital bed. 


(H) PROVISION FOR BORDERLINE MENTAL CASES. 

62. The modern conception of the treatment of patients who are mentally ailing is that they should as 
far as possible be dealt with as are other sick persons. The treatment of these cases has already been under- 
taken by a few general hospitals so long as the treatment does not require formal powers of detention under 
a judicial order, and, in fact, can be undertaken under such hospital regime with specialist treatment and 
special nursing, with the prospect that such patients may often be restored to mental and physical health. 
lt is desirable that such in-patient provision shoul! be made available in all the larger hospitals, not 
necessarily in separate buildings, but in separate wars. 


(I) CHRONIC CASES. 

63. Provision will need to be made, of course, for the chronic and incurable cases, and, as a considerable 
number of these cases need nursing far more than special medical or surgical treatment, many of them 
might be accommodated in special blocks or pavilions of the larger hospitals, or even of the smaller. It 
is desirable, on the one hand, that these patients should not be segregated or made to feel that their case 
is hopeless. Therefore they should be accommodated in a part of the general hospital. On the other hand, 
they should be accommodated as near as is convenient to the homes of their relatives, so that the latter may 
be able to visit them without too much difficulty. 


(J) SCIENTIFIC RESEARCH AND POST-GRADUATE EDUCATION. 

64. Such a scheme as is here outlined demands and will afford more opportunity for scientific research, 
both into individual cases and into questions of prevention and treatment. In the Home Hospitals there 
should be provision for pathological investigation of cases, and the connexion of these hospitals with the 
large general and teaching hospitals, which it is intenled should be constant and close, would give many 
opportunities for extended scientific investigations and research. This interconnexion of the various 
hospitals opens up a prospect of a great extension of post-graduate education among the general body of the 
profession, thus securing not only greater interest of te doctor in his work, but a general advance in medical 
education. ‘The Association attaches great importance to this aspect of its proposals, for at present Great 
Britain is behind many other countries in the facilities offered for post-graduate medical education, whereas 
being so well provided as it is with universities and teaching hospitals of the highest character, it ought to be 
possible. given the necessary connexion between tle hospitals, to make Great Britain as good as any 
country in the world in this respect. 


V.—SPECIAL BRANCHES OF MEDICAL SERVICE, 
(a) Tre Care or THE IN PREGNANCY AND CHILDBIRTH. 

65. The Association has sa recently published its Maternity Service Scheme that it will not be necessary 
to deal with it here in detail. The full scheme may be found in the British Medical Journal Supplement 
of June 29th, 1929 (p. 258), and reprints are available- for those interested. It is based on the 
principles which inspire the whole of the present report. It is intended to provide for every child-bearing 
woman a complete service of doctor, nurse or midwife, and institution where necessary. It is based for 
the great majority of the people on an insurance scheme, thus appealing to the self-respect of those who 
will use the service. It provides that the doctor who may be called in at the time of the confinement, 
at the request of the patient or of the midwife, but a'ways subject to the choice of the patient, shall be the 
doctor responsible for the ante-natal and post-natal care of the mother—that the doctor shall, in fact, 
wherever possible, be the family doctor. Any scheme which divorces the family doctor from the midwifery 
service of the country is, in the opinion of the Assocation, fundamentally wrong and bound to fail. By 
no amount of provision of midwives, ante-natal clinics, specialists, or institutions, however elaborate and 
extensive, can the necessity be avoided of utilizing, if only in emergency, the general practitioner. It is no 
use regarding this problem in terms of the great towns with their general and maternity hospitals, for a 
large part of the population does not live in great towas, and it must depend on the local doctors, Anythin 
that discourages the general practitioner from taking an interest in midwifery and in the care of the mother 
and infant reduces his general efficiency as the most easily available line of health defence. One object of 
this scheme is to increase the interest taken by all doctors in maternity work, and thus to increase their 
use to the community. Only by experiences of the ordinary course of events during pregnancy and labour 
can the docior be enabled to recognize and rectify the abnormal. 
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(b) Inrant WELFARE. 


66. The provision of a family doctor for every family will secure to every member of every famil 
every service which the general practitioner is capable of rendering. he care of the infant and young child 
is therefore included. There has grown up in all parts of the country a system of child welfare centres wher 
mothers can obtain advice and guidance in the care and nurture of their children. Many mothers, and 
especially young mothers, need such guidance, and te value of the work done at these centres is beyond 
question. Hints on nursing, dressing, bathing, and te general care and hygiene of infants are given, and 
the child’s progress is registered by a record of its weight and an estimate of its general well-being. Thegp 
centres are not intended to supply medical advice, an: if a child is ill, or is not making satisfactory progress 
the rule is that it should be referred to a doctor. In practice, however, it is found difficult invariably to 
apply this rule. The mother in her confinement was not attended by a doctor, or she is too poor to pay 
further medical fees. If these proposals were carried into effect such difficulties would disappear 
The infant could be taken to the doctor who had supervised the mother during her pregnaney. 
and perhaps attended the confinement; who is familiar with the home conditions and_ the family 
circumstances; and who is at hand for emergencies at all hours of the day and night, as eom. 
pared with the rigidly limited time service of the infant welfare centre. For the special purpose 
of instruction in mothereraft the centres are admirable, and must certainly be continued. But 
medical advice and treatment can be most satisfactorily given by the family doctor, and _ aceegg 
to the family doctor without anxiety on the point of expense is what this scheme provides. The centres 
in short, should retain and even enlarge their educational and social values, but should not take on the 
appearance of hospitals or out-patient departments. The centres will increase in efficiency in their proper 
sphere when they can no longer be regarded as usurping the place of the family doctor, but are, in faet, jn 
friendly collaboration with him. And there is every reason why these centres should extend their ambit 
to include children up to school age, and, by exercising their supervision over them in collaboration with 
the advice and treatment of the family doctor, should do yeoman service in detecting and securing the treat. 
ment of those defects which now are only too frequently detected for the first time when the children come 
to be inspected on commencing their school life. The need for this has recently been urged in a joint 
memorandum by the Minister of Health and the President of the Board of Education. At the present time 
the medieal ofticer of health knows of those children who were born and remain in his area, but has little 
knowledge, until they reach school age, of those children born out of the area but who remove into it, 
Hence their infant welfare work is liable to miss these children. With the provision of a family doctor for 
all of them and his co-operation in the infant welfare work this hiatus would be filled. 


(c) INspection AND TREATMENT OF ScnooL CHILDREN. 


67. One of the most valuable developments in our educational system during the past generation has 
been the medical inspection of school children and the provision made for securing the treatment of those 
physical defects discovered by inspection. This inspection should still, of course, continue, but under this 
proposed system the number of children who arrive at school age with physical defects which have not 
already been detected and treated should rapidly diminish. It has been most discouraging to school doctors 
and to teachers to find how difficult it often is to get medical attention for children found to need it. 
Parents are sometimes careless, more often they are afraid to face the expense necessary in order to have 
their children’s ailments treated. When every family has a doctor to whom children can be taken without 
needing to worry about a doctor's bill there will be no excuse for the careless, and no reason for delay on 
the ground of expense. Ordinary ailments would promptly be treated by the family doctor; cases requiring 
special treatment, such as optical defects, throat and ear troubles, etc., would be referred to a specialist 
or given institutional treatment, as the case might demand. The need for the direct employment of 
treatment specialists by the education authorities would disappear eventually. It is one of the great merits 
of the present scheme that by the provision of medical treatment, both general and special, for every member 
of the family, the whole medical service would be unified, siuplified, and co-ordinated, so that, except as 
indicated in the next paragraph, there will be no ned for school doctors to be emploved for treatment 
purposes. 

68. There would, however, still be a place for a school clinic at which certain troubles occurring 
particularly in children could be treated, because the success of such treatment and its economical administra 
tion depend very largely on the services of nurses acting under the supervision of a doctor — Such complaints 
as verminous heads and bodies, small septic wounds and sores, ringworm, iinpetigo, and other septic skin 
diseases could be dealt with, cither at a special school centre or, probably more economically, at the local 
hospital or at the Local Medical Centre referred to in para. 44, 


VI.—THE POSITION OF THE MEDICAL OFFICER OF HEALTH. 

69. Up to this point the description of the scheme has been mainly devoted to dealing with the needs 
of the family and the individual for medical treatment. It is now necessary to give some indication of the 
important role to be played by that part of the profession which is engaged specially in communal preventive 
and administrative work. The medical officer of health of the administrative area concerned will be the 
administrative head of those parts of the scheme which need central administration. He will be the liaison 
officer between the local profession engaged in the work of family medical attendance and the authority 
which is responsible for the financing and general direction of those parts of the scheme which are adminis 
tered on an insurance basis or provided by the community. He will be, as now, the chief adviser of the 


Joeal authority on health matters, and it would be a great advantage to him if he had at his disposal the 
assistance of a local medieal advisory committee elected by and: representative of the medieal profession of 
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{he district. This has been successfully at work in the county of Gloucester since 1920. He will be responsible 


to the authority for the proper administration of the various medical institutions provided by, or financed in — 


whole or in part by, the local authority. He will be the director of the local health propaganda and of 
education in all health matters. His position will be an increasingly responsible one us the community 
extends its campaign against all forms of disease. His talents as an organizer and a tactful leader will be 
more needed than evcr when a scheme is put into oDeration which, for the first time, combines all the 
medical forces in the area, preventive and curative, domiciliary and institutionat. 

In short, the position of the chief medical officer in every area will call for a high level of professional 
ability and equipment, and, with large and increasing responsibilities, will offer an opportunity for public 
service even greater than at present. 


ViITt.—CO-ORDINATION OF THE WHOLE SERVICE. 


70. It will thus be seen that if such a scieme as is here outlined were put into operation 
there will be complete co-ordination of the whole medical service for the community. The family 
doctor, on whom the service primarily rests, will be in relation with every hospital in his area 
and with every medical service provided. He wili be able to pass on his patients as _ they 
require it to any of the services, non-institutional or institutional, in the area. He will be in 
close touch with the school doctor and with the. maternity and child welfare centre, and the doctors 
connected with these services, instead of being regarded, as they too often now are, as rivals, will be 
regarded as colleagues in the service of the community. The hospitals will take their proper place in 
the scheme. No longer acting as isolated institutioas, their beds and the other services at their disposal 
will be so used as to be available as and when necessary for all those in their area who need such 
service. They will not need to waste valuable time and money on out-patient departments, which, now 
largely used for cases which could quite well be dealt with by the general practitioner, will be used as 
they ought to be for accidents and emergencies and as consultative centres for patients sent by their doctors 
for a second opinion. And the medical officer of health and his staff will be able to do their own special 
work with much more satisfaction to themselves, knowing that for every person in the community there are 
really available all those medical services for the lack of which so much of the work of the health administra- 
tion is at present rendered futile. 


VUI.—LEGISLATION REQUIRED FOR PROPOSED FXTENSIONS. 
71. Legislation would be required to bring this scheme into operation as regards the following points : 


(1) The making of present National Healt Insurance additional treatment benefits, and any 
others suggested as being part of an extended na‘ional insurance system, into statutory benefits. 

(2) The incorporation of a National Maternity Scheme into the National Health Insurance system. 

(3) The extension of medical benefit (and the additional treatment benefits) to dependants of 
insured persons. 

(4) The introduction into the National Health Insurance system of the present Poor Law class for 
domiciliary attendance. 


1X.—FINANCIAL ASPECT OF THE SCHEME. 
(a) Costs. 


72. The Association approaches the complicated question of finance with great diffidence, because in the 
first place the requisite figures or estimates for some sections of the proposed service are not available. 
Secondly, before the scheme could become a matter of practical politics it must, from the financial point 
of view, receive attention from bodies which are much more coinpetent to deal with its financial aspects 
than a medical association could possibly be. 

Certain calculations were made by the Royal Commission on National Health Insurance of 1926 as to 
the cost of (1) extension of the present National Health Insurance Scheme to the dependants of insured 
persons (£9,500,000), (2) a consultant and specialist service for present insured persons (£1,290,000), 
(3) laboratory aids for present insured persons (£100,000); a total of £10,890,000. These figures are, how- 
ever, only approximate, and it is to be noted that the number of insured persons has since increased. 

The British Medical Association’s estimate of the cost of its Maternity Scheme was approximately 
£2,250,000. 

No authoritative estimate has been made, so far as the Association is aware, of the cost of a dental 
service for the community, or for the institutional ser-ices described in this scheme. 


(b) Sct-offs. 


73. It is, however, important to note that aga‘nst the cost of these services there would be very 
considerable set-offs, as, for example : 


(a) The cost of domiciliary medical treatment of those poor persons who cannot in the ordinary 
sense be described as paupers, but who are treated under the auspices of the Poor Law authorities. 

(b) The whole cost of the present additional treatment benefits given under National Health 
Insurance. The amount spent in this way in 1928-29 in England alone was £3,622,869. 

(c) Part of the money now spent on maternity and child welfare services. 

(d) A considerable part of the money now spent on the medical and dental treatment of school 
children found on inspection to be defective. 

(ec) All the money—a sum quite incalculable—now spent by insured persons (i) on the ordinary 
domiciliary treatment of their dependants, eithe by private arrangement or through various contract 
arrangements, and (ii) on specialist treatment of themselves and their dependants. 
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APPENDIX A. 


GENERAL OUTLINE OF SCHEME, 


The scheme is‘based broadly on the principles and considerations set out in the foregoing para. 
graphs, and must be considered in strict connexion therewith. a 


A. Services Araileble. 
(1) Under a contributory insurance scheme, . . 
(i) A general practitioner or family doctor service similar to that provided under the National 
Health Insurance Acts and Regulations; 
(ii) Those services included in the National Maternity Service Scheme, excepting the institutional 
provision which is made by the local authority ; 
iii) Where recommended by the family doctor: 
y 
(a) a consultant and specialist service, both for consultation and for special treatment 
when necessary, apart from institutional treatment; 
(b) a nursing service of visiting nurses ; 
(c) such ancillary services as pathological Ixboratory, massage, x ray, electrical 
treatment; 
(d) pharmaceutical service for drugs, medicines, and appliances; 


(iv) Dental service, as may be arranged with the dental profession; 


(2) Provided by the local authority, for the community generally, and as supplementary to the voluntary 
hospital svstem, and supplementary to, but apart from, the insurance scheme. 


(i) When recommended by a medical practitioner and in accordance with the rules of the 
particular hospital or class of hospital or institution : 


(a) residential accommodation and treatment, cither in home hospital or cottage 
hospital, general hospital or special hospital, maternity hospital, tuberculosis sanatorium, 
infectious diseases hospital, or convalescent home: 


(b) non-residential, for special treatment, other than such as ean be included under 


(1) (iii) above. 


(ii) Certain ancillary services for children not above school age, as cleansing for verminous con- 
ditions, and such routine treatment as can properly be undertaken (subject to general 
medical supervision) by a school nurse. 


(Advantage might be taken of the centres where these services are provided to administer 
certain treatment which it is the duty of a general practitioner or specialist to provide under 
this scheme where such treatment can be more conveniently carried cut at such centres.) 


(iii) Communal and general health services, as: 
(a) those known usually as sanitary services; 
(b) vaccination ; 
(c) medical inspection of children not above school age; 


(d) educative and non-treatment centres, such as those now known as maternity and 
infant welfare; 


(ce) health education in the schools and otherwise, 


B. Persons Included in the Contributory Insurance Scheme. 
(1) Compulsory : 
~ (i) All insured persons as defined in the National Health Insurance Acts. 
(ii) All dependants of those insured persons; 


(iii) Such other persons and their dependants who are so poor that they must be provided for entirely 
by the community, as may be contracted for by a county council or county borough 
council, through its Public Assistance Committee. 


(2) Voluntary : 


(a) Voluntary contributors, as defined by the present National Health Insurance Aets; 


(b) Any other persons, not being employed persons, whose income from all sources does 
not exceed £250 per annum. 


(c) Dependants of above-mentioned persons. 
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C. Contributions for Persons Included in the Contribulory Insurance Scheme. . , 
(1) Weekly premiums paid partly by or for the insured person and partly by the employer (if any), ©} 
wholly by a voluntary contribution. 


(2) Agreed payments from local authorities under B (1) (iii). 


(3) A proportion in cach case paid by the State. 


D. Administration. 
(1) Central authority—the Ministry of Health (special department); in Scotland the Department. of 
Health. 


(2) Local authority—the county or county borough council (corresponding bodies in Scotland), provided 


that: 
(i) local authorities might combine for this purpose ; 


(ii) in populous counties with large urban districts a suitable combination of such districts within 
a county might be constituted an area for this purpose; 


(iii) each council must set up a statutory committee, to be called the ‘‘ Hospitals and Medical 
Services Committee,’’ which shall be constituted partly of members of the appointing 
council (so that the Public Health Committee, the Education Committee, the Mental 
Health Committee,* and the Public Assistance Committee may all be represented thereon) 
and partly of representatives of those bodies of persons who are rendering service under 
the scheme; 


(iv) all matters relating to hospitals and other medical services not within the reference of other 
committees of the council shall stand referred to such committee; and action with regard 
thercto shall be delegated to such committee, except the power of raising a rate or of 
borrowing money, the power of appointing administrative officers, and such other matters 
of a general character as may be reserved by the council with the consent of the Ministry 
of Health; 


(v) either the chairman or vice-chairman of the committee shall be a member of the appointing 
council. 


(3) Administrative medical officers: the medical officer of health, together with, in large populous 
areas, a special assistant medical officer for administrative work. 


(4) (2) A Central consultative medical committee, representative of the medical profession, occupying 
a place similar to that now held by the Insurance Acts Committee of the British Medical Association, whose 
function shall be to consider matters affecting the medical profession in its relations to this scheme, and to 
deal with the Ministry of Health in such matters. 


(4) (b) Local medical committees, taking the plaze of the present Local Medical and Panel Committees, 
representative of all the medical practitioners of the area; and such other similar committees representative 
of bodies of persons rendering service as might be necessary, with defined functions. 


Under the above the council of a county borough might have the following committees dealing with 
health matters : 


(1) The Public Health Committee, dealing with the sanitary services in the widest sense, with 
vaccination, with the maintenance and conduct of educative non-treatment centres, and with health 
propaganda outside the schools. 


(2) The Education Committee, dealing with health education in the schools, and having a defined 
relation with school medical inspection and the work of the school nurse. 


(3) The Hospitals and Medical Services Committee, dealing with all the services named in Section A, 
other than those allotted to other committees. 


(4) The Mental Health Committee,* dealing with lunacy and mental deficiency. 


(Nores.—(a) The Public Assistance Committce would deal with non-medical assistance, and 
would contract for any required medical assistance where necded. 


(b) The Maternity and Infant Welfare Commiitlee might be retained, but would preferably be 
merged in (3). Blind persons would be aided as regards education by (2), and in other respecis 
by (3) and the Public Assistance Commitiec.) 


*Combining the functions of the present Asulums and Mental Deficiency Committees, 
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APPENDIX B. 


ASSOCIATION'S MODEL CONTRIBUTORY SCHEME FOR HOSPITAL BENEFIT, | 
Object. 
| Eee Contributory Scheme for Hospital Benefit enables wage earners and othe 
within definite income limits to provide hospital benefit for themselves and their dependants, by ‘neans of 
an ‘organized systein of regular contributions, in return for which these persons will be atk from all 
hospital eharges when receiving hospital treatment. 
Hospital “benefit includes those services which in the best interests of the pelted can be given only in 
an institution. It does not include treatment for which the State or the local authority has specifically 
inade, or is entitled by Statute to make, other provision. 


The Scheme in its Relation to the Hospital(s) in the Area. 


The scheme is organized by a Committee which is entirely independent of the hospital(s) in the area, as 
it is inadvisable that any hospital should undertake any insurance risk, the acceptance of which would 
prejudice the primary. consideration in the admission of a patient to hospital, viz., the suitability of the 
case for admission on medical grounds, and might render the hospitals liable to meet outlays for which 
there was no financial provision and consequently endanger the purely charitable funds of the hospitals. 


Payments to Hospitals. 


The Committee of the scheme undertakes to pay to the hospital(s) an agreed sum per week for each of 
its contributing members treated in hospital as an in-patient, and a definite amount in respect of each contr. 
buting member treated in the out-patient and special departments of the hospital. Payments to the hospitals 
will be based upon a tariff of fees agreed between the Contributory Scheme Committee and the hospitals 
concerned, such fees being in respect of provision of hospital accommodation, maintenance, and medical 
treatment of the patient. 

Eligibility for Membership. 

All persons, insured::under the National Health Insurance Acts, and their dependants, also other 
persons whose income from all sources does not exceed the limits of the adopted scale* and their dependants 
are eligible for hospital benefit under this scheme, the hospital reserving its right to refuse admission. 


Conditions of Admission to Hospital. 


The primary consideration in the admission of a paticat to a hospital will be the suitability of the 
case on medical grounds. 

The ordinary hospital routine of admission, transference, and discharge of patients will apply, and 
preferential treatment will not be given to patients admitted to hospital under this scheme. Except in 
the case of emergency, no patient will be admitted without a recommendation from an attending 
practitioner. 

Contributions. 


Each contributing member will be asked to pay:............ per week, or if paid in advance ............ per 
annum, and for such payments the contributing members, together with their wives, children under 16 years 
of age, and brothers and sisters (under 16 years of age), parents, and grandparents, living with and 
dependent on the contributing member, when accepted for AR orcsnoen by a hospital, will be relieved from 
mnuking any payments to the hospital, from inquiries at the ho=pital as to means, from contributing towards 
the cost of maintenance, treatment, etc., and from any charges in the out-patient or special departments, 

A contributing member not in receipt of wages will not be. required to keep up his contributions for any 
period during w hich he is an in- -patient in the hospital. 

A contributing member must have paid contributions for a period of three months before he becomes 
entitled to any benefit under the scheme. 


* Whe following scale is suggested, subject to economic and local variations and to periodic revision :— 


"  CEASS I.—Limit of Income £250 or £5 a week. 
* (a) Single persons over 16 years of age. 
(6) Widow or widower without children under 16 years of age. 
(c) Married couples without children under 16 years of age. 


CLASS 11.—Limit of Income £350 or £7 a week. 
(a) Married couples with a child or children under 16 years of age. 
(+) Persons with one, or more than one, dependent under 16 years of age. 
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984 = Apnit 26, 1930]. Report of Council: 
Balance Sheet 
LIABILITIES. 
1928 1929 
To Creditors for :— 
907 Subscriptions paid in advance we — ose 986 15 5 
1,382 Advertisements ditto one 1,130 7 9 
700 Publishing . ditto 759 12 8 
333 Contributions a 362 19 6 
— Architect’s Fees 1,342 0 0 
38 Engraving sie 46 10 
Irish Committee 1912 5 
73 Journal Index 75 411 
35 Legal Charges ... 2715 9 
146 Library Books, etc. 148 3 0 
50 Library Postcards ont 7810 0 
1,051 Miscellaneous Printing and Paper 1,838 13 10 
1,263 Machining Journal 1,525 3 0 
2,432 Paper for Journal 2,520 9 8 
1,653 Postage of Journal 3,998 3 6 
171 Plant and Type - 84 0 9 
218 Rates, Tenia, "Electricity, and Gas 440 11 1 
29 Repairs 9% 0 8 
121 ances for Journal . 101 1 6 
324 Stationery i 345 13 5 
70 Sundries 38 19 
52 Telephone Charges Sal din 51 16 11 
47 “ Archives of Disease in Childhood ” 139 6 5 
98 ** Journal of Neurology and Psychopathology od 97 2 3 
Purchase of Shares in Scholastic, Clerical, ‘and Medical 
Association, Ltd., for ceaaes payment is deferred by 
1,170 agreement om os 1,170 0 0 
————— 17, 464 7 2 
To Reserve to meet Dilapidations and Re-decorations— 
Balance at 3lst December, 1928 3,000 0 0 
Less payments made for re-decorations carried out 
during 1929 1,943 11 10 
1,056 8 2 
1,500 Add Transfer from Income and Expenditure Account 1,500 0 0 
2,556 8 2 
» Reserve Account— 
For the Extension of the Work and Premises: of the 
Association— 
Balance at 3lst December, 1928 39,612 10 0 
Add ‘Transfer from Income and Expenditure “Account 2,500 0 0 
6,000 42,112 10 0 
» Sinking Fund— 
For redemption of Leasehold Premises— 
Balance at 3lst December, 1928 .. 3,236 12 6 
Add ‘Transfer from Income and Expenditure 
1,041 Account whe 1,141 13 4 
: 4, 378 _ (155 10 
», Loan Account— 
Westminster Bank Limited (secured) ... pe Piha 77,500 0 0 
6,500 National Insurance Defence Trust ooo oo 6,500 0 0 
84,000 0 0 
72,179 », Overdraft at Bank ... a sen in on 65,735 7 7 
», Surplus Account— ; 
Balance at 3lst December, 1928 bias 189,843 6 2 
Add Excess of Income over Expenditure, 1929 von 605 19 10 
189,843 190,449 6 0 
Note.—The accounts of the Scholastic, Clerical, and 
Medical Association are separately kept and 
audited. The dividends received have been brought 
into account under Interest on Investments, 
Deposits, etc.; the remainder of the profits of that 
Company have been carried forward in its own 
accounts, 
£406,746 4 9 
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31st December, 1929. 
ASSETS. 
1928. i 1929. 
By PREMISES (at cost less amounts written off) — ad £°8.4, 
- Tavistock Square and Upper Woburn Place— 
Balance at 3lst December, 1928... 180,566 5 7 
Add Expenditure on Extensions during 1929— 
_ Contractors per Architect’s Certificates 79,328 15 10 
- 259,895 1 5 
Less amount written off for Depreciation 2,000 ee 
180,566 27, 895 1 5 
: By Premises HELD BY Fev Cnarrer (at cost less amounts © 
written off)— 
No. 6 &.7, Drumsheugh Gardens, Edinburgh, and 
Contents— 
Balance at 3lst December, 1929 8,500 0 0 
Add Balance of cost of Structural Alterations, ‘ 
Decorations, and Architect’s Fees ee 318 14 3 
8,818 14 3 
Less Amount written off for Depreciation 818 14 3 
8,500 8,000 0 0 
By INvEsTMENT IN Company (at cost)— ‘a 
553 Shares of £10 each, fuily paid, in the Scholastic, : 
Clerical, and Medical Ltd., 
6,530 at par ‘os 5,530 0 0 
By INvESTMENTS RepreEsENTING RESERVE (at cost or 
under)— 
£3,200 Bank of England Stock @ 200 .. 6,400 0 0 
£5,000 Commonwealth of Australia 5% 1935-1945 Stock 
at cost (97}) 4,856 5 0 
£4,000 London, Midland, and Scottish Railway - 4% 
Guaranteed Stock at 80 ae 3,200 0 0 
£5,000 New South Wales 53% 1924-1934 at cost (99%) 4,981 5 0 
£5,000 Port of London 4% Stock 1940-1960 at cost (823) 4,175 0 0 
23,612 23,612 10 0 
By Sinking Funp Insurance Poticy— 
3,237 Friends Provident and Century Life Office 4,378 5 10 
By New Zearanp GoveERNMENT— 
Amount outstanding in respect of Purchase Price of 
77,500 429, Strand, W.C.... we bee 77,500 0 0 
By Lisrarny— 
Balance at 3lst December, 1928 ve 1,92 0 0 
Add Purchase and Binding of Books ‘during 1929... 322 16 7 
2,284 16 7 
Less Amount written off for Depreciation at 10% ... 250 C 0 
1,962 2,034 16 7 
By Fursrrvure anp Orrick EquieMent (at cost less amounts 
written off)— 
Ralance at 3lst December, 1928 8.477 17 2 
Add Purchases during year ... 1, 8 2 
9.974 5 4 
Less Amount written off for Depreciation at 10% ... 997 8 6 
8,478 8,976 16 10 
By Prant anv Typr (at cost less amounts written off}— 
Balance at 31st December, 1928 4,529 7 10 
Add Purchases during year ... 760 16 11 
5,290 4 9 
Less Amount written off for Depreciation at 10% .., 529 0 5 
513 .. Paper Stock - 749 5 6 
2,359 ., Subscriptions in arrear 2.865 13 3 
,, Sundry Debtors (Advertisements) : 9,623 4 8 
Less Reserve for Bad Debts and Discounts .. 2.250 0 0 
7,491 — 7,373 4 8 
630 ,, Sundry Debtors (Publishing) .. 894 9 7 
123 .» Sundry Debtors 230 1 5 
1,687 ., Acerued Rents and Mortgage Interest , 13800 0 0 
47 » Cash in hand . ia pom ie 3715 9 
88 » Cash in hand (Scottish Office) .. 10615 7 
£406,746 4 9 
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Income and Expenditure Account 


1928. 1923. 
Journal Account Expenses see .. AbstractA ... 72,492 2 8 74,697 17 2 
Central Meetings Expenses oe a 6... 8,604 12 10 8,231 0 2 
General Association Expenses _... “ Cc 6,861 12 3 11,053 2 1 
Central Premises Expenses D ... 10,117 6 10 10,871 14 7 
Central Staff Expenses ... ae oe - E 18,565 8 10 19,385 5 9 
Central Printing, Stationery, and Postage 
Expenses F 2,938 8 90 3,381 14 2 
Library Account Expenses G 996 6 1 1,145 3 3 
Scottish Committee Expenses _... J 2,138 5 4 2,031 10 
Irish Committee Expenses ‘bi ae K 1,080 9 10 1,057 3 § 
Capitation Grants to Branches ... 6,855 14 0 6,552 4 6 
Subscriptions Written off for Deaths... - on 211 4 7 254 5 6 
Arrears eee eee 3,557 14 1l 3,730 19 9 
' £134,419 6 2 £142,398 1 3 
j * Archives of Disease in Childhood ” AbstractH ... 4613 5 180 6 5 
: * Journal of Neurology and Psychopathology” ,, J ... 9713 7 97 2 3 
i Architect’s Fees— 
i Extensions—payments on Account... ‘ii a 3,300 0 0 4,842 0 0 
Balance paid re B.M.A. House 1,141 8 4 
Clerk of Works—Salary ... 315 0 0 546 0 0 
Amount transferred to Sinking Fund for the iiahiailttie 
of Leasehold Premises 1,141 13 4 1,141 13 4 
‘ Amount transferred to Reserve Fund for the extension of 
' the work and premises of the Association... a 5,000 0 0 2,500 0 0 
4 
; Amount transferred to Reserve for dilapidations and 
re-decorations os sive ove ne oon 1,500 0 0 1,599 0 0 
Charges incurred in purchase of Stock _... oe se 315 0 -- 
j Addition to Bad Debts Reserve... ane 250 0 0 29 0 0 
i Depreciation written off— 
Leasehold Premises Tavistock Square, W.C... 2,000 2000 0 @ 
» ” Scottish House - 757 & 6- 818 14 3 
Library ooo 21715 4 250 0 0 
Furniture and Fittings 942 56 3 897 8 6 
Plant and Type - 6503 5 3 529 0 5 
4,420 11 4 ————_ 4,595 3 2 
| Balance of Income over Expenditure _ ... ove ou 605 19 10 
| £151,636 1 2 . £158,655 6 3 


—— 
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for the Year ending 3ist December, 1929. 


1928. 1929. 
& £ s.d. 
Subscriptions for year... 82,809 8 0 85,266 12 3 
for previous year... 1,840 19 6 1,808 10 
- for former years previously written off... 46115 9 420 2 6 
Journal Account, Total Receipts ... we 60,444 17 6 63,854 11 5 
Interest on Investments, Deposits, ete. ... a is 2,074 1 1 2,309 0 0 
Rent received and accrued i. Re is 475 0 0 . 1,787 10 0 
(Scottish House) ... 110 0 0 10 0 0 
Interest (New Zealand Government) 3,100 0 0 3,100 6 0 
Scientific Grants Unused and Returned ... ooo ove 5219 8 = 


Balance of Expenditure over Income— 
Carried to Balance Sheet _.. 266 19 8 


£151,636 1 2 £158,656 6 3 
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SUIT LEMENT 9 


_ Analyses 


Abstract A.] 


EDITORIAL. 


Salaries—Editor 
Late Editor 
Sub-Editor (1) 
Sub-Editor (2) 
Late Sub-Editor 
Clerical Staff 
Pension—Late Editor 
pet Late Sub-Editor ... 
Compensation for loss of office—Late Editor 
Contributions to Journal ... 
Fee to Pharmacologist . 
Engraving 
Reporting 
Legal Charges 
Postages 
Travelling, Parliamentary Papers, and Sundries ... 


Compiling Indexes for “ Journal” an¢ 


Editorial Petty Cash 
Less Contribution from Britannia ” 


MANAGERIAL. 


** Journal ’—Compositors’ Wages, Machining, ete. 


Paper 


** Supplement ”—Compositors’ Wages, Machining, etc. 


Paper 

Postage for Dispatch of “‘ Journal ” 

Address Bands for “ Journal ” 

Repairs to Plant 

Proportion of Manager’s and Clerks’ Salaries 
General Postage 

Printings—Circulars, etc. 

Sundry Publications 


‘Reprints is 
Stationery (Ledgers, etc.) ... 

Sundries... . ove ove 


Supplement ”’ ... 


Jom 


JOURNAL 


Income and Expenditure Account 


1928. 1929, 

1,597 12 0 1,609 0 0 

500 0 0 es 
979 3 4 1,030 0 0 
333 6 8 642 16 9 
175 0 0 50 0 0 
1,864 1 4 1,032 7 6 
600 0 0 220 0 0 
226 13 0 226 13 0 
1,000 0 0 = 

2,120 13 0 2,041 4 0 
105 0 0 105 0 0 
383 17 5 334 18 9 
573 19 2 584 11 6 
1613 4 9 18 10 
76 0 0 110 18 4 
8 9 1 11715 7 
440 220 
15115 5 152 13. 6 
807 899 
10,744 8 4 9,019 9 6 
150 0 0 300 0 0 

10,594 8 4 —— 8,719 9 6 
23,546 3 6 24,742 18 19 
14,464 7 6 15,612 19 10 
2,354.12 4 2,474 6 0 
1,446 8 9 1,561 6 0 
13,886 2 7 14,344 9 7 
893 9 6 909 12 6 
37 14. 0 33 17 2 
4,189 16 0 4,458 11 0 
357 3 8 368 16 4 
115 10 & 140 3 7 
ve 703 0 10 
426 1 3 491 16 19 
105 10 5 148 9 3 
3010 8 30 2 3 
44 3 6 47 17 8 

61,897 14 4 —______ 65,978 7 8 


£72,492 2 8 


£74,697 17 2 
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ACCOUNT. 
for the Year ending 31st. December, 1929. 
1928. 1929. 
s.d. & s. d. £04. 
Advertisements... me on 51,781 19 5 54,301 18 7 
Sundry Sales—Journals 6,528 4 8 6,429 3 2 
os Pamphlets, Covers, Blocks, etc. 240 8 7 5 8 
Reprints... ove ome on 557 6 5 478 27 
Sundry Publications 704 19 | 
Saie of Waste 13 11 11 20 6 4 
Discounts on Machining, —— purchases, ete. ... 1,323 6 6 1,697 16 0 
60,444 17 6 63,854 11 5 


Balance from Subscriptions for cost of ont 


issue of the ‘ * Journal ” 


12,047 5 2 


£72,492 2 8 


10,843 6 9 


£74,697 17 2 
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APR: 
Abstract B.]| Central Meetings Expenses. 
1928. i929. 
£8. d. d, 2s. £ 6.4, 
ANNUAL REPRESENTATIVE MEETING— 
Railway Fares... 609 17 2 536 6 O 
Printings 334 12 8 37215 7 
Sundries 5017 8 3519 O 
895 7 6 94418 7 
Anxuat MEETING— 
Scctional Expenses, Handbook of Meeting, etc. .., 399 0:10 251 5 2 
399 010 251 6 2 
Councir— 
Railway Fares ___,,, 1,171 6 9 957 41 
Printings 1,026 9 2 1,043 19 9 
Sundries 15 5 710 
2,298 11 4 ——- 2,039 11 8 
SECRETARIES’ CoNFERENCE, Railway Fares... ey: 129 3 0 8616 7 
——. 129 3 0 8616 7 
3,652 2 8 3,522 12 0 
Committees. 
Arrangements Committee— 
Railway Fares 6214 8 37 3 
Printings, etc. ove ove 9 2 37 9 2 
—— 120 310 7412 2 
Br itish Pharmacopozia Committee - 
Railway Fares _- 18 11 10 
Printings soe see 1 510 
1917 8 
Building Committee — 
Railway Fares 23:16 6 4519 2 
Printings ... ove ove 2518 8 14 2 6 
i _ 5415 2 — 60 1 8 
Central Ethical Committee— 
Railway Fares W816 6 95 2 6 
Printings... ove ove oe lu ls 6 20 210 
5 185 10 0 115 5 4 
Centenary Annual Meeting—Committee re 
Printings ove ons 5 10 
; Charities Committee— 
Railway Fares 64 0 6 4818 4 
Printings ove 5 4 4 1415 1 
69 410 6313 6 
Conference, B.M.A., with of M.O.H.—- 
Railway Fares 1667 0 O 4 
ij 1614 9 101 4 0 
. &§ Railway Fares oe pm 40 5 6 3417 6 
7 4¢ 
Dominions Committee— 
Railway Fares 274 4 13 26 
2712 6 
Finance Committee— 
Railway Fares #2 12 0 44 4 2 
General Medical Committee— 
Railway Fares one 121 4 4 
Hospitals Committee — 
Railway Fares oe 203 16 10 133 13 6 
Printings... pon 27 9 19 9 2 
218 12 1 6 
Insurance Acts Committee— 
Railway Fares elt 4 6 501 19 11 
Printings... ote lus 1 lo 169 3 4 
720 6 4 
Jnternational Medical Sea 611 5 3 
Journal Committee— 
Printings =... oes ove ob IL 10 6 7 
160 18 1 
Local Government Act 
Printings... sos oes 6 5 
q 207 
' Lunacy Law and Administration Committee— 
Railway Fares ~ 1218 2 7 
Printings... ove 3 10 449 
. 1519 2 11 8 9 
i Medico-Political and Parliamentary Committee— 
Railway Fares pom m9 10 1 19816 7 
G.M.C, Election Expenses a ove 24219 6 224 2 6 
Printings... wed see 41 at .¢ & 
2016 2 
Railway Fares ove me ose oo 12 6 4 12 4 2 
Printings... wes lle 1 14 5 
135.16 5 
‘ees eve ove $410 6 126 00 
4 Printings ... ees we 119 4 213 8 
- 9% 9 4 
allway Fares ove ooo #9 6 145 5 8 
Printings... oe oo 538 9 6 
109 4 5 ——_ 18315 2 
Carried forward £6,114 17 6 £5,815 10 7 


1928, 
Brought forward ovo 6,114.17 6 5, gis 10 7 
Organisation 
y Fares soe ons ooo 219 510 18813 2 
“ Annual Handbook” ove ove eve 378 15 0 379 8 O 
“ Art.cles and — ove eos ove 45 10 0 40 6 
Non-Members’ List .. ose ove 216 8 4 23913 O 
Printings, ete. 200 16 0 “26219 
Posting and Addressing Propaganda Issue ol i Journal’ - 8918 2 1 7. 6 
Sundries... des 1114.0 1315 
1,212 7 4 1,258 18 7 
Parliamentary Elections Committee— 
Railway Fares . ove oon ove ove 32 0 8 10 
32 0 8 2218 7 
Poor Law Reform Committee— : 
Printin, eee eee eee 1 
1014 5 221711 
Private Practice Cominittee— 
Printings... 3715 1 35. 9 11- 
Psycho-Analysis Committee— 
Railway Fares woe ove 126 8 80 1 6 
Printings ... 4 511 24 6 8 
Sundries eee eee 1212 0 
—— 511 104 8 2 
Public Health Committee— . 
. 140 12 9 181 611 
Puerperal Morbidity and Mortality Commitice— 
Railway Fares ove ove ove 7 4 7 25 18 
Printings .. soe ese eee ove 438 10 
79 8 3 2512 2 
Spa Practitioners Committee— 
Railway Fares oo ose 
Science Committee— 
Railway Fares ‘ 199 8 0 91 2 0 
Printings... ow one 18 168 1411 
Lectures... coe * 450 15 11 396 O11 
Sundries... See 10 0 0 
: . ——— 1 3 7 655 17 10 
Tests for Motor Drivers —Committee re 
Railway Fares one ove oe 2118 6 
22 911 
Treatment of Casual Poor—Committee re 
Railway Fares ove ove ove 41410 
Printings ... ove ove ove 210 
417 8 
Welsh Committee— 
Railway Fares ooo 36 4 2 
Printings ... eee - 10 3 
3614 56 
£8,604 12 10 28,231 0 2 


Abstract C.| General Association Expenses. ; 


ig2s._. 1929, 
Auditors’ Fee 210 6 0 315 0 0 
Bank Charges ... on Jae 47 8 0 56 4 
Charges on Bank Loan evo 8415 8 6,725 15 8 
Bonus to Member of Composing Staff on 36 0 0 
Income Tax on Dividends and Interest... 1,008 11 0 1,081 16 
Intelligence Department, Papers, Press Cuttings, ete. iis ‘ee Oe 147 2 9 15311 3 
Legal Charges ove ove ooo 224 19 10 33914 4 
Parliamentary Papers, Divecteriea, etc. 6619 7 77 2 8 
Pension—Mr, W. E. Warne hoo 0 0 500 O 
Porters’ Liveries ove 211 8 7419 7 
Rent of Telephones (including Editorial) 20015 184 4 0 
Repairs to and Hire of Typewriters 56 4 6 50 6 6 
Stamping Subscription Receipt Books 149 0 0 12614 0 
Grant to Kitchen Sub-Committee 0 0 225 0 
Subscription to Association Professionnelle Internationale des Médecins ai 125 0 0 119 106 4 
Research Scholarships .., aS 650 0 650 O- 4 
Prizes for Final Year Students ... 130 0 0 150 0 i 
Sir Charles Hastings Clinical Prize... 0 5210 0 
Special Grant re Investigation of Gastro-enterostomy 30 0 0 
Examiners’ and Visitors’ Fees... as we 47 5 0 21 00 i 
Delegates Expenses, re visit to Aust <n oe one - 380 5 O | 
Grant to Federal Council of the Medical Association of “South Africa _ 1,00 0 0 § 
Chairman of Council's visit to South Africa en 436 0 10 _ 
12 3 £11,058 2 1 
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Abstract D. | Central Premises Expenses. 
1928. 1929, 
a & £ad 
Cleaning Offices 753 14 5 839 16 ¢ 
Coals, Coke, Woo., and Oil 336.16 8 628 1 5 
| - General Repairs, Upkeep, and Alterations oe oe coe oon 714 2 6 1,500 2 3 
| Electricity and Gas soo ees mee 415 8 9 516 10 2 
4 Ground Rent... 2,500 0 0 2,570 0 0 
Rates and Taxes ie 4,987 18 9 4,153 11 8 
] Care and maintenance of Greun<s 61 8 7 40 33 
+ 
{ £10.117 6 10 £10,871 14 7 
Abstract E.| Central Staff Expenses. 
| 1928. 1929, 
RECS 
£ «4, £ s. 2s a 
| Financial Secretary and Business Manager... op 1,525 0 0 1,600 0 0 
Clerical Staff, Finance Department 7,064 1 8 7,648 7 2 
4 — 8,539 1 8 ————- 9,248 7 3 
4 Less Proportion of Salaries debited to Journal Account 4,189 16 0 4,458 11 0 
. | 4,399 5 8 4,789 16 2 
Medical Secretary 1,800 0 0 1,800 0 
Deputy Medical Secretary ose ove coe 1,400 0 0 1,400 0 O 
f Assistant Medical Secretary (No. 1) ian sie ani 1,000 0 0 1,000 0 O 
i do. do. do. (No, 2) ooo ooo soo 000 0 0 1,000 0 O 
Clerical Staff, Medical Department 4,539.17 1 4,999 17 4 
9,739 17 1 10,199 17 4 
Intelligence Officer 506 11 10 460 0 8 
Clerical Staff, Intelligence Department ove 394 4 0 41016 0O 
900 15 10 870 16 8 
Portersand Janitor 1,081 6 4 1,133 1 3 
aq Premiums of Deferred Annuities for Officials ren ite 953 14 3 97413 6 
4 Contribution to Office Staff Superannuation Fund one 1,181 0 10 1,067 6 6 
TRAVELLING AND SUBSISTENCE EXPENSES (Annual 
Meeting, etc.) :— 
Finance Department coe 6818 5 791510 
Medical Department 165 5 0 191 2 0 
Intelligence Department ... ove 12 18 1l 1611 0 
2724 287 810 
ff Fidelity Guarantee and Employers’ Liability Insurance 62 6 6 62 6 6 
Abstract F.| 
a 
| Central Printing, Stationery, and Postage Expenses. 
4 1928. 1929, 
s.d. 2 a. 
General Printing ove ooo 811 6 1 779 6 8 
General Postages : — 
Medical Department 463 0 8 528 11 8 
£2,958 8 0 £3 ,o81 14 2 
— 
| 
Abstract G. | Library Expenses. 
1923, 1929, 
£sd, £ 8.4, 
Late Librarian’s Salary and Pension 500 0 0 275 0 0 
Clerical Staff Salaries .. oe 276 0 6 52010 9 
Subscription to Messrs. H. K. Lewis's Library 161 8 0 17218 0 
4 Postages saw ove ove ovo 3212 7 63 1 2 
1,198 3 3 
q Less contribution received from Royal Medical Psychological Association 1927-1929 —_ 62 0 O 
; 61 £1,146 3 3 
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Financial Secretary and Business Manager. 


L. FERRIS-SCOTT, F.C.A., 


‘receiving, sickness benefit. 


[ SUPPLEMENT TO THE 
BRITISH MEDICAL JOUBNAL 


1090] 


Correspondence. 


CERTIFICATES AND TRANSFERS. 

—The recent reasoned speech of Sir Walter Kinnear will 
be welcome to all who are interested either directly or in- 
diveetly in national health insurance matters. The enormous 
increase in the number of claims for sickness benefit has been 
, matter of common observation during the past five or six 

ears, and has been viewed with disquietude in many quarters, 
‘od as much by the medical profession as by others concerned. 
There is a tendency to blame panel practitioners, and though 
they cannot be altogether absolved from responsibility it is 
difficult to estimate to what extent this should be apportioned 
to them. 

It has to be remembered that the pane] practitioner is, or 
should be, primarily a doctor; that his training, his conscience, 
his instincts are all directed towards the care and improvement 
of the individual who applies to him for aid. Under the 
national health insurance scheme he is paid at a rate which may 
be regarded as a fairly reasonable remuneration for this, and 
which is based on this. But he has certain administrative 
duties thrust upon him which are, mildly stated, extremely 
onerous. He has to be, for instance, the close guardian of the 
Drug Fund. And in his issuing of certificates of incapacity to 
insured persons he is largely responsible for the correct adminis- 
tration of sickness benefit, and is called upon for a high 
standard of judicial ability in making decisions, representing 
as he does both the recipient and the donor. He may be called 
to task and penalized for failure in either of these capacities, 
apart altogether from the standard of his capability in a 
professional respect. 

There was a time when it was very difficult for an insured 

on to transfer from one doctor to another. A few years 
ago it was decided, in fairness to insured persons, to allow 
free transfer at any time. This was soon found to be unsatis- 
factory, especially from the point of view of the more con- 
scientious type of practitioner, and it was replaced by the 
present method. But even now it is far too easy for an insured 
to leave one doctor and go to another. As the reason for 
transfer is probably more often connected with certification than 
with treatment, this may have a considerable bearing on the 
problem in hand. For it is easy to ; and is a matter of 
common experience, that the insured person is definitely in a 
position to exert a coeicive influence on the person in whose 
hands it is to enable him to receive, or prevent him from 
And this influence is all the more 
pressing in times of industrial depression; for the insured 
person is frequently driven to sickness benefit as a last resort 
when other sources of income fail. Symptoms are discovered 
that in better times would be passed over unnoticed; they are 
dwelt upon, and become very prominent and distressing, and 
they are brought to the notice of the panel doctor, who has to 
decide to what extent they are or are not incapacitating— 
always with the threat of losing, in the event of an adverse 
decision, both the patient and the patient's near relations. 

For this unfortunate state of affairs there are remedies. One 
is to make it much more difficult for an insured person to 
transfer without the consent of his doctor. This would add 
considerably to the doctor’s sense of security, and allow him a 
greater freedom of mind in deciding doubtful cases. Another 
method is to make recourse to medical referees more easy, and 
to encourage more frequent and earlier reference to them by 
panel practitioners. Better still would be a combination of 
these two methods. 

Two facts are well worth bearing in mind by those who sit 
in judgement on these matters. An increase in claims for 
medical benefit entails additional work for the doctor without 
additional remuneration, The remuneration of panel practi- 
lioners depends on the solvency of insurance funds. They will 
welcome any means that are placed at their disposal for the 
easing of their difficult task in guarding these funds.— 
I am, ete., 


Smethwick, April 13th. 


G. L. 


Sm,—In the London Daily Mail of April 7th (p. 9), under 
the heading of ‘‘ Watch on Doctors,’ Mr. E. Hackforth is 
reported to have said it Cambridge : ‘‘ The Ministry of Health 
was taking steps to deal with doctors found to be giving 
certificates with insufficient care. When a definite proportion 
of certificates was reversed by the regional officer the medical 


practitioner would be called upon for an explanation, and if 
he could not give it, means would be found for touching his 
pocket.’ Of course, the age-long explanation of every right- 
thinking medical man is that his certificate is given in his 
discretion as a physician claiming the intellectual freedom of 
his calling. Now it is open in any insurance scheme to prefer 
the judgement of one medical man to that of another, but 
it is a wholly different matter to use the judgement of one - 
medical man to ‘touch the pocket ”’ of another medical man, 
as this involves a denial of the right of the latter to an un- 
fettered free judgement and limits his judgement by the issue 
of a proportion sum.—I am, etc., 


Halesowen, April Tih. 


Association 


BRANCH AND DIVISION MEETINGS TO BE HELD. 

Dorser anp West Hanrs West Dorser Drvisiow.— 
A meeting of the West Dorset Division wil] be held at the Yeovil 
Hospital on Wednesday, April 3th, at 3.30 p.m. Agenda: Patients 
will be shown by the medical and surgical staff, and their cases 
discussed; Dr, J. M. Mitchell will open @ diseussion on the treat- 
ment of septic infections of the hand; discuss Annual Report of 
Council and instruct representative. ; 

Dunpee Braycny.—A meeting of the Dundee Branch will be held 
in the Medical School, Small’s Wynd, Dundee, on Tuesday, April 
29th, at 8.30 p.m. All members of the profession in Dundee and 

*Angus are cordially invited. Agenda: Election of representative 
and deputy representative at the Annual Representative Meeting ; 
British Medical Association Lecture by Dr. J, M.: Woodburn 
_—— (Edinburgh) (with lantern slides) on massive collapse of 
the lung. 

Epinsurcn Brancn: Sovurs-Eastern Counties Drvision.—The 
annual meeting of the South-Eastern Counties Division will be-held 
in the Railway Hotel, Newiown Si. Boswelis, on Wednesday, April 
th, at 3 p.m. Business: Election of officers; annual report and 
financial statement; nomination of candidate for Scott Com- 
mittee; arrangements for annual dinner, ete. 

HertrorpsHire Brancn: East ts Division.—The annual 
general meeting. af the East Herts Division will be held at the 
Canons Hotel, Ware, on Thursday, May lst, at 2 p.m., preceded 
by a luncheon at 1 o’clock. It is hoped that a number of those who 
during the past year have read papers to the Diyision will be 
guests at the luncheon. Agenda: ion of officers, represenia- 
ives, executive committee, and charities seereiary; secretary's 
report; day, time, and place of meetings; voluntary fund; pro- 
gramme for next year. 

Metropo.itan Cocntizs Brancn: Harrow Dryisioy.—A jrorting 
of the Harrow Division will be held on Monday, April 28t °. 
McCann will discuss the treatment of disordered menstruation. 

Merropouitan Counties Branco: LewisHam Drvisiox.—A clinical 
meeting of the Lewisham Division will be held at St. John’s 
Hospital, Lewisham, 8.E.13, on Tuesday, Aprit 29th, at 8.45 p.m. 
Dr. G. W. Charsley, chairman of the Division, will preside. 
Clinical cases will be shown by Drs. Charles Beney, E. Ofenheim, 
and Austin Robb, Mr. H. P. Winsbury White, other members 
of the staff of the hospital. 

Metropoutitan Counties Branch: Divisioy.—The 
annual meeting of the Marylebone Division will be held at “11, 
Chandos Street, W.1, on ednesday, April 30th, at. 8 p.m. 
Agenda : Election of officers; consideration ef Report of Council. 

orFoLK Brancu.—A meeting of the Norfolk Branch will be 
held at the Norfolk and Norwich Hospital on Wednesday, April 
30th, at 3 p.m. Agenda : Corespondence; an address (illustrated 
by lantern slides) by Sir Humphry Rolleston on diseases of the 
endocrine glands and their treatment. Tea at 4.15 p.m. 

Nortu Wares Brascu.—The spring meoting of the North Wales 
Branch will be held at the Infirmary, Wrexham, on Friday, May 
2nd, when the staff of the Infirmary will show clinical cases. 
A hearty invitation is extended to North Wales Branch members 
to the special meeting of the South Wales Branch at Aberystwyth 
on May 3ist in the afternoon, and to a dinner in the Queen’s Hotel 
in the evening. 

Sournh Waves anp MonmouTHsHire Branch: Souts-West Wates 
Drvision.—A meeting of the South-West Wales Division will be 
held at the Ivy Bush Hote], Carmarthen, on Wednesday, April 30th, 
at 3 p.m. Business: To appoint a representative and a deputy 
representative in Representative Body; motions for the Annual 
Representative Meeting; to appoint a new secretary. _ 

Surrotk Soutn Surrotx Drivision.—A meeting of the 
South Suffolk Division will be held at the Infant Clinie, Public 
Health Department, Elm Street, Ipswich, to-day (Friday, April 
25th) at 3.30 p.m. Agenda: Business oriaing. out of minutes; vote 
of thanks to retiring chairman; demonstration of working of an 
infant clinie, follewed by a discussion on the work of clinics, to be 
opened by Dr, A. M. N. Pringle, medical officer of health. 

SurroLk Branch: West Svurrotk Division.—The West Suffolk 
Division will hold a dinner at the Angel Hotel, Bury St. Edmunds, 
on Saturday, May 3rd, at 8 p.m. (morning dress; price {., exclusive 
of wines), At 9 o’clock Mr. W. H. Bowen will read &@ paper on 
notes on a visit to the Crile and Mayo Clinics. Sir Thomas Horder 
will hold a clinic at the West Suffolk General Hospital on Sunday, 
May 4th, at 11 a.m. 

Surrey Braycn: Guitprorp Division.—A meeting of the Guild- 
ford Division wil be held at the Royal Surrey County Morpual, 
Guildford, on Thursday, May Ist, at 4 pm. Dr. O. L. V. 8. 
Wesselow will read a paper on insulin, Tea seryed at 3.45 p.m, 


James McQueen. 


— 
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VACANCIES. 
AyLessuRY : RoysL BUCKINGHAMSHIRE HospitaL.—Resident Medical Officer 
(male). Salary £200 per annum. ’ 
BASINGSTOKE: PARK PREWETT MENTAL Hospitat.—Junior Assistant Medical 
Officer (male, unmarried). Salary £350 per annum, rising to £450. 
BatH : Roya Unitep Hospitat.—(1) House-Surgeon. (2) Housce-Vhysician. 
House-Surgeon. lary £150, £120, and £100 per annum 
respectively. - 

City MATERNITY OND CHILD WELFARE DepaRTMENT.—(1) Three 
‘em 
Resident Medical Officer for the City Babies’ Hospital, salary £150 per 
annum. 

BLacKBURN : RoyaL INFIRMARY.—Third and Fourth House-Surgeons (male). 
Salary £175 and £150 per annum respectively, ristag to 10. 

BOLINGBROKE HospitaL, Wandsworth Common, S.W.11.—House-Surgeon 
(male). omy 4 £120 per annum.. 

GENERAL HospPitaL.—Junior House-Surgeon. Salary £150 

BristoL City AND~ CountTy.—Assistant Medical Officer of Health. Salary 
£600 per annum. 

Bristo. Eye Hospitat.—Junior House-Surgeon (male, unmerried). 

BristoL Royal Salary per annum. 

Burney: Victoria HospitaL.—House-Physician (male). Salu:y 2100 per 
annum, 

BURTON-ON-TRENT GENERAL INFIRMARY.—Second Resident House-Surgeon 
(male). Salary £150 per annum. _ 

CHarinG Cross Hospital, W.C.2.—Physician for Mental Disorders. 

CHEsTER : COUNTY MENTAL HospiTAL. 
unmarried). Salary £350 per annum, with four annual increments of 


CoxxauGut HospItaL FOR WaLTHAMSTOW, WANSTEAD AND Leyton. Orford 
Road, E.17.—(1) Senior Resident House-Surgeon. (2) Junior Resident 
House-Surgeon (male). Salary for (1) £150 and (2) £100 per annum. 

ConsuMPTION SANATORIA OF ScoTLaND, Bridge of Weir.—Resident Female 
House-Physician. Salary £200 per annum. 

Croypon County BoroucH.—Resident Assistant Medical Superintendent at 
the hn, Marg Hospital. Salary £500 per annum. 

DERBYSHIRE 
Anaesthetist. Salary £150 per annum. 

Gtascow : SOUTHERN GENERAL HospitaL, Govan. Junior Assistant Medical 
Officer (male). Salary £275 per annum. 

GLOUCESTERSHIRE ROYAL INFIRMARY AND Eye INSTITUTION.—Second House- 
Surgeon (male). Salary £100 per annum. 

Great YaRMOUTH GENERAL HospitaL.—Junior House-Surgeon (male, un- 
married). Salary £125 per annum. 

HAMMERSMITH BorouGH.—Tuberculosis Officer and Assistant Medical Officer 
of Health (male). Salary £750 per annum, rising to £1,000. 

HospitaL FOR SiCK CHILDREN, Great Ormond Street, W.C.1.—Resident 
Medical Officer (male) at the Country Branch Hospital. Tadworth. 
Salary £250 per annum. 

HospitaL OF St. JOHN AND St. ExizapetH, 60, Grove End Road, N.W.8.— 
Resident House-Physician (male). Salary £100 per annum. 

Hounstow HospitaL.—Senior Male House-Surgeon. Salary £120 per annum. 

HUDDERSFIELD CouNTY BoROUGH.—Medical Officer of Health, Chief School 
Medical Officer, Administrative Tuberculosis Officer, Medical Officer 
under Mental Deficiency Acts, and Hospitals Superintendent. Salary 
£1,100 per annum. 

INVERNESS: NORTHERN INFIRMARY.—House-Physician (male, unmarried). 


Salary £100 per annum. 
King . EDWARD Memoria HospitaL, Ealing, W.13.—(1) Senior House- 


Surgeon. (2) Junior House-Surgeon. Males. Salary £150 and £100 per | 


annum respectively. 
LancasHirRE County Council.—Junior Resident Medical Officer (male, un- 
married) at the Park Hospital, Davvhulme. Salary r annum. 
Letcesten Royal Honorary Surgeon. (2) Honorary 

Assistant Surgeon. : 

LonpDON Hospitat, Stepney Green, E.1.—(1) Honorary Registrar in 
Ear, Nose, and Throat Department. (2) Resident Medical Officer. (3) 
Junior Resident Medical cer. Salary for (2) £150 and for (3) £100 
per annum. 

LONDON UNIVERSITY.—University Chair of Bacteriology. tenab!e at 
University College Hospital Medical School. Salary £1,200 per annum. 

Lowestort AND NoRTH SurFOL_K HospitaL.—Junior House-Surgeon (male). 
Salary £120 per annum. 

MANCHESTER: ROYAL MANCHESTER CHILDREN’S HospitaL.—Senior Medical 
Officer for Out-patient Department (non-resident). Salary £300 per 
annum, 

MIDDLESBROUGH : NorTH ORMESBY HospPitaL.—House-Physician (male, un- 
married). . Salary £120 per annum. 

MIDDLESBROUGH : NORTH RIDING INFIRMARY.—Third House-Surgeon (male). 
Salary £125 per annum. ; 

MIDDLESEX HospitaL, W.1.—Honorary Assistant Dental Surgeon. 

NEWCASTLE-UPON-TYNE Eye HospitaL.—Junior House-Surgeon (non-resident). 
Salary £150 per annum. 

NORDRACH-UPON-MENDIP SaNATORIUM, Blagdon, Bristol.—Assistant Medical 


Officer. 

OLDHAM County BoroucH.—Assistant Medical Officer of HeaJth and Clinical 
Tuberculosis Officer. Salary £750 per annum. 

PETERBOROUGH AND District MEMORIAL HospiTaL.—Resident House-Physician. 
Salary £120 per annum. 

Prince OF WaLgs’s GeNeRAL HospitaL, N.15.—Honorary Assistant Physician. 

RoxsurcH County Councit.—Locumtenent for Clinical Tuberculosis 
Officer. Salary £10 10s. per weck. 

Hospitat, City Road, E.C.1.—(1) Resident Medical Officer. 
(2) House-Physician. Salary £150 and £1 per annum respectively. 

RoyaL Free HospitaL, Gray’s Inn Road, W.C.1.—Assistant Surgeon to the 
Ear, Nose, and Throat Department. 

Roya WateRLoo HospitaL OR CHILDREN AND WOMEN, Waterloo Road, S.E.1, 
—House-Surgeon (male). Salary £100 per annum. 

St. THomas’s HospitaL, S.E.—(1) Senior Assistant Medical Officer in 
the Venereal Department. 2 ssistant Medical Officer in the Physico- 
Therapeutic Department. lary £675 and £250 per annum respec- 


tively. 

Royal Hosprtat.—(1) House-Physician. (2) Casualty House- 
Surgeon. Salary £125 per annum each. 

OSPITAL.—(1) Ophthalmic House-Surgeon. (2) Resident 

Anaesthetist. Males. Salary £80 per annum, rising to £100 after six 


months, 
SHEFFIELD: RoyaL InrirMaRy.—Assistant Casualty Officer. Salary £80 per 


-annum, rising to £100 after six months. : . 

STOCKTON-ON-TEES: STOCKTON AND THORNABY HoOspPiTaL.—Junior Resident 
Medical Officer (male). Salary £150 per annum. P 

SUNDERLAND: THE RoyaL INnFIRMaRY.—House-Physician (male). Salary 
£140 per annum. ; : F 

WAKEFIELD : CLAYTON HospiTaL.—Two House-Surgeons (male).. Salary £200 

or annum. - ° 
WEDNESBURY BorouGH.—Medical Officer of Health. Salary £800 per annum, 


rising to £900. : 
WEST. LonDoN HospitaL, Hammersmith Road, W.6.—Honorary Surgeon. 


rary Medical Officers ey salary 10 guineas per week. (2). 


Tr annum. , 


—Junior Assistant Medical Officer (male, 


YAL INFIRMARY.—Ophthalmic House-Surgeon and Resident, | 


Counry Covncn.—Asistant County Medical Officer (male, 


British Medical Association. | 
OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE 


Departments. 
UBSCRIPTIONS AND ADVERTISEMENTS (Financial Secretar 
Manager. Telegrams: Articulate Westcent, Londen}. and Busines 
TOR, British MeEepicaL JOURNAL egrams: Aiti 
elephone numbers of British Medical Association and Briti edieal 
Journal, Museum 9861, 2, 9863, and 9864 (internal ‘exsio 
four lines). 
ScorrisH Mepicat Secretary : 7, Drumsheugh Gardens, Edinburgh. (Tee 
“grams: Associate, Edinburgh. Tel. : 24361 Edinburgh.) 
IrisH Secretary; 16, South Frederick Street, Dublin. (Tele 
grams: Bacillus, Dublin. Tel. 4737 Dublin.) 
Diary of the Asso-iat:on. 


APRIL. 
Harrow Division: Dr. McCann on the Treatment of Disordered 


2 Mona. 
Menstruation. 
29 Tues. London: Research Subcommittee (Science), 2.30 p.m. 
May. 
1 Thurs. London: Charities Committee, 2.30 p.m. 
2 Fri. London: Archives of Disease in Childhood Editorial Committee, 
4.30 p.m. . 

.6 Tues. London: Ethical Committee. 2.15 p.m. 

7 Wed. London: Hospitals Committee, 2.20 p.m. 

9 Fri. London: Public Health Committee, 2.30 p.m. 

15 Thurs. London: Journal Committee, 2.30 p.m. 

16 Fri. London ; Office Staff Superannuation Committee, 2.30 p.m. 
21 -Wed. London; Finance Committee, 2.30 p.m. 


DIARY OF SOCIETIES AND LECTURES. 
Royat COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W.1.—Tues. and 
' Thur., 5 p.m., Oliver-Sharpey Lectures by Professor J. J. R.’ Macléd: 
Diabetes as a Physiological Problem. 
SuerrteLD UNIversity.—Tues., 8.45 p.m., Dr. J. Murdoch, Chief of the 
- Department of Radium and Radiotherapy, Brugmann Hospital, Brussels: 
Radium in Cancer. 


Society OF MEDICINE. 
Section of Odontology.—Mon., 8 p.m., Mr. 


F. Coleman: Buried 
Mandibular Teeth with Crowns in Occlusion; Mrs. May Mellanby: 
Some Further Investigations on Man and Animals into the Causes of 


Dental Disease, with Special Reference to Factors controlling the 
Resistance of the Dental Tissues to Harmful Agencies. ; 
Section > Urology.—Wed., 8.30 p.m., Professor Hugh Young (Johns 
Hopkins): The Advantages of the Perineal Route in the Treatment of 

Various Diseases of the Prostate. 

Section of Tropical Diseases.—Thurs., 8 p.m., Annual General Meeti 
Dr. Aldo Castellani: A little-known Type of Chronic Colitis; Dr, Lk 
Christopherson : Treatment of Bilharzia in Children. 

Section of Otology.—Fri., 9.30 .a.m., Cases. 10.30 a.m., Annual General 
Meeting. Papers: Professor M. Sourdille (Paris) and Mr, G. J. Jenkins, 

—- of Laryngology.—Fri., 4 p.m., Cases. 5 p.m., Annual General 

eeting. 

Section of Anaesthetics.—Fri., 8.30 p.m., Annual General Meeting. Dr, 
R. J. Clausen: Ethylene Anaesthesia. A discussion will follew, and 
members are invited to relate interesting or instructive cases, 


POST-GRADUATE COURSES AND LECTURES. 
CENTRAL LONDON THROAT, NOSE AND Ear HospitaL, Gray’s Inn Road, W.C.1 


—Daily, Intensive Course. 
City or LONDON HospitsL, City Road, E.C.1.—Tues., 5 p.m, 
Wales's General 


The Causes and Treatment of Delay in the First Stage. 

NortH-East London Post-GraDuate COLLEGE, Prince o 
Hospital, Tottenham, N.—Mon., 2.30 to 5 p.m., Medical, Surgical, and 
Gynaecological Clinics, Operations. Tues., 2.30 to 5 ‘p.m., Medical, 
Surgical, Ear, Nose, and Throat Clinics, Operations. Wed., 2.30 to 5 p.m, 
Medical, Skin, and Eye Clinics, Operations. Thurs., 11.30 a.m., Dental 
Clinic; 2.30 to 5 p.m., Medical, Surgical, Nose, Throat, and Ear Clinics, 
Operations. Fri., 10.30 a.m., Ear, Nose, and Throat Clinics; 2.0 to 
5 p.m., Medical, Surgical, and Children’s Diseases Clinics, Operations. 
Thurs., 4.30 p.m., Special Lecture; Chronic Rheumatism, 

Giascow Post-GRaDUATE MepicaL AssociaTioN.—At Royal Hospital for Sick 
Children: Wed., 4.15 Medical Cases. 

LiveRPOOL AND DistRic? HosPitaL FOR DISEASES OF THE HEART.—Tues. to Fri, 
3.30 to 5.30 p.m., Course in Cardiology. 

UNiversity CLinicaL ScHvuob ANTE-NitaL — Royal 
Infirmary : Mon. and Thurs. 10.30 a.m. Maternity Hospital: Mon, 
Tues., Wed.. Thurs., and Fri., 11.30 a.m 

MANcHESTER Royal InFIRMARY.—Tues., 4.15 p.m., Ward Experiences of 
“Carcinoma of the Stomach. Fri., 4.15 p.m., Demonstration of Medical 
Cases. Tea at 4 p.m. ; 


BIRTHS, MARRIAGES, AND DEATHS. 

The charge for inserting announcement of Births, Marriages, and 
Deaths is 9s., which sum should be forwardcd with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. 


BIRTHS, 

BremneR.—On April 9th, 1930, at 49, Hornton Court, Kensington, London, 
to Gladys Bremner, M.B. (née Macalister), wife of Walton H. Bremner, 
M,.B., F.R,C.S., son. 

SmitH.—At 5, Cavendish Terrace, Stanwix, Carlisle, on April 9th, to 
Gwendoline (née Chave), wife of Dr. J. N. Douglas Smith, a son, ~~ 


MARRTAGE. 

KNOwLeR—LorNE.—On April 3rd, Felix Reginald Knowler, L.D.S. R.CS.. 
‘Eng., second son of Felix F. Knowler of Whitecote, Cheam, Surrey, and 
Elizabeth Binnie Lorne, M.B., Ch.B., second daughter of Robert Lorne’ 
of 39, Murrayfield Gardens, Edinburgh. a 


Printed and published by the British Medical Association, at their Office, Tavistock Square, in the Parish of St. Pancras, in the County of Lonaonm. 
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